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M EAD’ S D EXTRI-MALTOSE 


COW’S MILK AND WATER 


The doctor knows the importance of breast milk in relation to in- 
fant feeding. It is ‘‘the voice of nature” calling for a healthy, well- 
nourished infant. 


The absence of breast milk constitutes an emergency in the life 
of every infant. When such an emergency comes to the doctor’s 
own infant, it is significant how many physicians unhesitatingly 
turn to the best known substitute for breast milk—namely cow’s 
milk, water and Mead’s Dextri-Maltose. 


That this form of carbohydrate—Dextrins and Maltose—com- 
bined with cow’s milk and water, gives the best results in infant 
feeding, is the experience of physicians, whether in general practice 
or whether this practice is confined to pediatrics exclusively. 


THE MEAD POLICY 


Mead’s Infant Diet Materials are advertised only 
to physicians. No feeding directions aopameeey 
trade packages. Information in regard to feed- 
ATERIALS ing is supplied to the mother by writteninstruc- 
ELLY tions from her doctor, who changesthe feedings 





° from time to time to meet the nutritional re- 
Samples and Literature quiremente of the growing infant. Literature 
on request ~ furnished only to physicians. 


MEAD JOHNSON & COMPANY, Evansville, Ind. 


Makers of Infant Diet Materials Exclusively 
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DIETS FOR EXPECTANT AND NURSING 
MOTHERS 


By W. D. Sansum, M. D. 
Santa Barbara 


Discussion by Lyle G. McNeile, M.D., Los Angeles; 
Titian Coffey, M. D., Los Angeles; Frank W. Lynch, M.D., 
San Francisco. 


M* interest in the diets of expectant and nurs- 

ing mothers was aroused many years ago 
when as a specialist I was caring for a diabetic 
girl whose mother was again pregnant. There 
were three healthy little girls in the family and 
the father naturally desired a son. In her previous 
pregnancies the mother had had more than her 
share of troubles. There was always nausea and 
vomiting in the beginning and a marked tendency 
toward overweight at term. All of the children 
had been bottle babies with their usual wakeful 
nights. The mother continually took cathartics as 
she had always done. I stopped these and man- 
aged her bowels with ample amounts of fruits and 
vegetables. She was able to take a proper amount 
of exercise and, by reducing the fat and including 
ample amounts of sugars and starches in the diet, 
I had no difficulty in managing her weight. She 
took no cathartics even through her confinement. 
After the baby came I gave her an extra quart 
of milk each day. She was able to nurse this baby 
and in fact had difficulty when weaning time 
came. This baby caused a minimum amount of 
care. It was another girl. 


I am sometimes called to assist in the routine 
care of pregnant women but, as an internist, I am 
more frequently called in if something has gone 
wrong, when I generally find that these women 
have violated some of the diet laws that most indi- 
viduals violate today. 


FUNDAMENTAL PRINCIPLES IN ALL DIETS 


There are certain fundamental principles which 
apply to all diets. Healthy individuals must eat 
ample quantities of certain foods if they wish to 
remain well, and the basic principles must not be 
violated even when illness demands special foods. 
It will be the purpose of this paper to review these 
laws and to stress the ones most commonly vio- 
lated. Regardless of their relative importance, we 


*From the Potter Metabolic Clinic, the Santa Barbara 
Cottage Hospital, Santa Barbara. 


* Read before the Obstetrics and Gynecology Section 
California Medical Association, at its Fifty-Sixth Annual 
Session, April 25-28, 1927. 
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seem to do the most good to the greatest number 
by discussing them in the following order. 


THE DIET SHOUD CONTAIN AMPLE BULKY 
OR RESIDUE-CONTAINING FOODS 


The residue-containing foods are the fruits, 
vegetables, and the whole-grain products. A lack 
of such foods results in constipation, which is 
usually alleviated by irritating cathartics or ene- 
mas, with resultant bowel distress. Most patients 
do not understand that the rate of residue move- 
ment through the alimentary tract is in the neigh- 
borhood of seventy-two hours; that is, the residue 
from the foods eaten today makes a normal bowel 
movement on the fourth day. Most patients do 
not appreciate that a drastic cathartic empties the 
alimentary tract completely, producing one or 
more loose stools, and that following such a pro- 
cedure a natural stool should not be expected until 
the fourth day, provided the individual is eating 
normally. Normal individuals require an average 
of two pounds of residue-containing foods per 
day. Patients are advised to buy postal scales and 
weigh such foods. These foods should be weighed 
as eaten. For example, if apples are eaten raw, 
they should be weighed raw, or ‘if eaten cooked, 
they should be weighed cooked. We find that 
apples, bananas, dates, figs, and raisins are espe- 
cially efficacious. Constipation is a very common 
ailment, but the pregnant woman seems to have 
more than the usual amount of difficulty. She 
may need more than the usual amount of bulky 
foods, but I have never yet failed to obtain results 
with such a patient. Nursing mothers should be 
especially careful not to take cathartics. 


THE DIET SHOULD CONTAIN AMPLE 
ALKALINE FOODS 


The alkaline foods are the fruits, vegetables, 
nuts, and milk. We usually speak of them as 
foods containing the soda-like compounds. These 
foods have an alkaline ash and are used to neu- 
tralize the acid ash of such gootl foods as cereals, 
breads, meat, eggs, fowl, fish, and shellfish. A 
lack of the alkaline foods results in one form of 
acidosis which can best be measured by the acidity 
of the urine. The urine is usually acid, but there 
is no agreement as to how acid it should be. I 
believe that the reaction of the urine should be 
close to the neutral point or not more than two 
times as acid as the body.* I believe that urines 

*A neutral urine has a hydrogen ion concentration 2.2 


times as great as that of normal blood, hence is 2.2 times 
as acid. 
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which are from one hundred to one thousand 
times as acid as the body are far too acid, and yet 
such urines are common. Other symptoms of this 
type of acidosis are headaches, sour mouth, sour 
stomach, often associated with gas and “bilious- 
ness,” sour sweat, “sour disposition” and, most 
serious of all if this acidosis is permitted to exist 
for a sufficient length of time, serious blood-vessel 
disease with high blood pressure, impairment of 
vision and gangrene, which may terminate fatally 
in apoplexy, heart or kidney disease. Usually pa- 
tients who are constipated have high blood pres- 
sure eventually, not because constipation is the 
cause of high blood pressure, but because both dis- 
eases have a common source in the lack of suffi- 
cient fruits and vegetables. 


A beginning high blood pressure with or with- 
out traces of albumin in the urine is oftentimes 
seen during pregnancy. This, of course, may be 
due to an accident incident to the pregnancy itself. 
Foci of infection in tonsils, teeth or nasal sinuses 
must always be sought and removed when pos- 
sible, since they must be considered as an impor- 
tant etiological factor in all cases of high blood 
pressure and nephritis in young people. What- 
ever the cause, I usually advise a basic diet. The 
following case history illustrates many important 
points in this connection. 


Mrs. J., aged 24, entered the hospital on Novem- 
ber 1, 1926, complaining of high blood pressure, head- 
aches, nausea, vomiting, neuritis, fever, constipation, 
and loss of weight. She had one child 2% years of 
age. During this pregnancy she had had an unusually 
difficult time with nausea, vomiting, high blood pres- 
sure, and albumin in the urine. At term a Cesarean 
section was done because she was in such a weakened 
condition. After the birth of this child she was kept 
in bed for nearly one year. The remainder of her 
history was essentially negative except for diphtheria 
as a child and a tonsillectomy at 15 years of age. 

On admission we found a blood pressure of 172 
systolic and 90 diastolic; an extensive neuritis; an 
afternoon temperature of 99 degrees F.; a very serious 
cathartic colitis (she had been taking cathartics for 
nine years, and since the baby came she had been tak- 
ing each night either six ounces of milk of magnesia 
or four teaspoonfuls of castor oil); hemoglobin, 75 per 
cent (Dare); red blood cells, 4,400,000; white blood 
cells, 8500; and a one plus albumin in the urine. 

Such blood pressures in young people are often due 
to infection which in this instance was found in the 
nasal sinuses. There was a bilateral frontal sinusitis, 
a bilateral ethmoidal and maxillary sinusitis and an 
empyema of the right sphenoid. Treatment of her 
nasal sinus condition immediately reduced her tem- 
perature to normal. Ample amounts of fruits and 
vegetables, cooked at first, soon cured her constipa- 
tion and colitis. At the present time she is essentially 
well, has gained up to a normal weight and her blood 
pressure is 135 systolic. It seems to me that chronic 
sinus disease may very well have been the cause of 
the difficulty during her pregnancy, as it certainly 
was when I saw her. 


THE DIET SHOULD- CONTAIN AMPLE SUGARS AND 
STARCHES AND LESS OF THE FATS 


There is an erroneous idea that sugar is not a 
good food; yet there is increasing evidence to 
show that all foods, even the fats, are eventually 
changed into sugar before they are finally burned 
by the body. There has been a constant increase 
in fat consumption. A lack of sufficient sugar 
associated with the overconsumption of fat pro- 
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duces the acetone or diabetic type of acidosis 
which is commonly seen in starvation, semistarva- 
tion, as a serious and often fatal complication dur- 
ing the diseases of childhood, during pregnancy, 
after surgical operations, and, most commonly of 
all, in fat people who wrongly attempt to reduce 
by the elimination of the starches and sugars from 
their diets. A feeling of sluggishness, the presence 
of acetone on the breath or in the urine, nausea 
and vomiting, are the more common early symp- 
toms of this type of acidosis. In the early months 
of pregnancy the enlarging of the uterus often 
causes a reflex type of vomiting. This does not 
become alarming unless it robs the prospective 
mother of the ability to take and retain sufficient 
carbohydrate food to prevent the onset of acidosis. 
When acidosis occurs, however, the reflex vomit- 
ing may be aggravated beyond control, and a 
vicious circle is established. The worse the acido- 
sis the worse the vomiting, and the worse the 
vomiting the worse the acidosis. If this occurs, 
and especially if the patient is seen early, I usually 
use the sour fruit juices sweetened with sugar. 
The sour fruit juices will be retained when other 
food will not. If the patient cannot retain any 
liquid, pieces of lemon dipped in sugar may be 
given. Glucose may also be given by rectum or 
intravenously. Small doses of insulin, 20 to 40 
units given hypodermically, assist so promptly and 
efficaciously in this type of vomiting that one 
might assume that the acidosis might be due to a 
lack of insulin from toxic causes. I now believe 
that insulin is more or less concerned in the burn- 
ing of fat and hence it may be given without sugar 
when necessary. The following case history illus- 
trates the use of insulin: 


Mrs. D., aged 22, entered the hospital September 21, 
1926, and was referred to me by Dr. H. L. Schurmeier 
on September 24. On admission there was nausea, 
vomiting and backache, which had been growing 
worse for five days. She was approximately six weeks 
pregnant. Her urine contained large amounts of ace- 
tone and diacetic acid, but no sugar. Her tempera- 
ture was 99.8 degrees F. On admission all foods and 
fluids by mouth were stopped and the stomach was 
washed with a weak sodium bicarbonate solution. 
Four ounce retention enemas containing 10 per cent 
glucose, 2 per cent sodium bicarbonate, and 40 grains 
of sodium bromid were ordered each four hours. 
Corpus luteum was also given. The enemas were not 
retained well, the vomiting and acetonuria were even 
more marked when I saw her on the 24th. I gave her 
20 units of insulin at 11 a. m. and 50 units at 2:45 
p. m. At 5 p. m. all tendency toward nausea and 
vomiting had stopped and she had a slight insulin 
reaction beginning with a sense of well-being as if 
her toxicity had gone, extreme hunger, and slight per- 
spiration. The urine contained no acetone. We gave 
her a glass of milk and at supper time practically a 
full tray which she retained with no difficulty. The 
next morning she had a full breakfast with 40 units 
of insulin, and the full tray was continued. She left 
the hospital the next morning. 


THE DIET SHOULD CONTAIN AMPLE 
CALORIES 


Two thousand two hundred to two thousand five 
hundred calories should suffice. Overweight must 
be avoided, allowing, of course, for the weight of 
the gestation sac. Exercise where possible, to- 
gether with a reduction of the fat rather than the 
carbohydrate in the diet, will control weight with- 
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out danger from the acetone type of acidosis men- 
tioned above. A nursing mother in an endeavor 
to supply her baby with milk will often overeat 
of the rich, fatty foods, and drink quantities of 
whole milk. Her milk will have the usual low per- 
centage of fat seen in human milk, and she will 
store the excess fat as body weight. Under such 
conditions skim milk should be used. 


THE DIET SHOULD CONTAIN AMPLE PROTEIN 


The proteins are the nitrogen-containing foods 
and are obviously essential for building up and 
maintaining the protein tissues of the body. I be- 
lieve that one quart of milk, two eggs and one 
serving of meat, fish or fowl, or the equivalent, 
daily will be needed. The protein requirement of 
a nursing mother is high because she must feed 
herself and her baby. In addition to the normal 
amount of protein she should have not less than 
one quart of milk per day. 


THE DIET SHOULD CONTAIN AMPLE 
MINERAL FOODS 


The iron compounds are found in fruits, vege- 
tables, egg-yolks, red meats, and the glandular 
organs. They are especially abundant and effica- 
cious in liver. They are changed into hemoglobin, 
the red coloring matter of the blood, which carries 
oxygen from the lungs to the tissues. 


The soda-like compounds are found in the fruits 
and vegetables. They carry the carbonic acid from 
the tissues to the lungs. 

The alkaline phosphates are found in the fruits 
and vegetables. They are used by the kidneys to 
assist in maintaining the all-important alkaline 
balance of the body. 

The calcium compounds are found in fruits, 
vegetables, and milk. They are used by the body 
to build up and maintain its bony structure and 
to prevent such diseases as rickets. 

The sulphur compounds are found most abun- 
dantly in such vegetables as the cabbage and onion. 
They are used to build hair and nails. 

The iodin compounds are found in the fruits, 
vegetables, and drinking water. The drinking 
water in the northern half of the United States 
is low in iodin. The iodin compounds are used 
to make the thyroid secretions. 

Common salt is usually added to the food for 
seasoning purposes. It is used to make the sooth- 
ing fluids in which the cells of the body are bathed. 


THE DIET SHOULD CONTAIN AMPLE AMOUNTS 
OF THE VITAMINS 


These vitamins, all found abundantly in fruits, 
vegetables, and milk, are: 


Vitamin A, which prevents the form of blind- 
ness known as xerophthalmia. 

Vitamin B, which prevents beriberi or periph- 
eral neuritis. 

Vitamin C, which prevents scurvy. 

Vitamin D, which assists with calcium and sun- 
light in the prevention of rickets. 

Vitamin E, which prevents sterility. 

I believe that individuals who are taking a quart 
of milk per day together with two pounds of the 
fruits and vegetables so necessary for the pre- 
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vention of constipation, and the supplying of an 
adequate amount of alkaline and mineral foods, 
need have no fear about vitamin deficiencies. 


THE DIET SHOULD INCLUDE AMPLE 
WATER 


Water is an excellent digestive aid. It is neces- 
sary for the elimination of sewage from the body, 
and by means of its evaporation a normal tem- 
perature is maintained in the body under normal 
and most of the abnormal conditions. 


DIET MENUS 


The diet menus which follow were built with 
all of these principles in mind. As printed they 
may be used for the expectant mother, but if there 
is any tendency toward overweight, the fat should 
be reduced. If there is any tendency toward high 
blood pressure or nephritis, milk and milk prod- 
ucts should be freely substituted for the meat, 
eggs, chicken, fish and shellfish. Nursing mothers 
should continue with the same diets and should 
add at least one quart of milk, either whole or 
skim, to these diets. Some women do not like 
milk, but there is no substitute for it, and the 
mother usually loves her baby sufficiently to make 
any sacrifice necessary. 

Santa Barbara Cottage Hospital. 

* * * 


NORMAL DIETS 
1 
Breakfast 


Melon 
Shredded Wheat with Milk and Sugar 
Scrambled Eggs 
Toast and Butter 
Coffee with Cream and Sugar 
Orange Juice 


Dinner 


Tomato Bisque 

Roast Chicken with Dressing 

Mashed Potato and Gravy 

Baked Squash Buttered Celery 
Pineapple and Marshmallow Salad with Whipped 
Cream Dressing 
Bread and Butter 
Chocolate Sundae Cake 
Tea with Cream and Sugar 


Supper 


Creamed Macaroni 
Spinach on Toast with Poached Egg 
Baked Tomato 
Bread and Butter 
Assorted Fresh Fruits 
Milk 
Approximate composition and caloric value: carbo- 
hydrate, 300 grams; protein, 80 grams; fat, 100 grams; 
bulk, 800 grams; calories, 2420. 


* * * 
2 
Breakfast 


Orange Sections 
Oatmeal with Milk and Sugar 
Melba Toast Butter 

Bacon 
Coffee with Cream and Sugar 
Grapefruit Juice with Lemon 
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Dinner 


Vegetable Soup 
Breaded Veal Chop Scalloped Potatoes 
Creamed Cauliflower Small Peas 
Tomato Salad with French Dressing 
Bread and Butter 
Apple Betty with Hard Sauce 
Tea with Cream and Sugar 


Supper 


Creamed Dried Beef on Toast 
Baked Potato Buttered Asparagus 
Bread and Butter 
Baked Apple 
Milk 


Approximate composition and caloric value: carbo- 
hydrate, 290 grams; protein, 90 grams; fat, 90 grams; 
bulk, 900 grams; calories, 2330. 


* * * 
3 
Breakfast 


Banana 
Corn Flakes with Milk and Sugar 
Coddled Egg 
Toast and Butter 
Coffee with Cream and Sugar 
Orange Juice 


f Dinner 


Cream of Celery Soup 
Roast Beef Browned Potatoes 
Buttered Carrots Stewed Tomatoes 
Waldorf Salad 
Bread and Butter 
Cottage Pudding with Strawberry Sauce 
Tea with Sugar 


Supper 


Creamed Chicken on Toast Points 
Baked Sweet Potato Baby Lima Beans 
Bread and Butter 
Fresh Pineapple 
Milk 


Approximate composition and caloric value: carbo- 
hydrate, 285 grams; protein, 90 grams; fat, 90 grams; 
bulk, 800 grams; calories, 2310. 


* * * 
4 
Breakfast 


Apple Sauce 
Cream of Wheat with Milk and Sugar 
Bacon 
Toast and Butter 
Coffee with Cream and Sugar 
Orange Juice 


Dinner 


Melon 
Sirloin Steak Hashed Browned Potatoes 
String Beans Egg Plant 
Pear and Cottage Cheese Salad with French Dressing 
Bread and Butter 
Fruit Jello 
Tea with Cream and Sugar 


~ Supper 
Stuffed Potato 
Scalloped Cabbage with Cheese 
Egg Ring Salad with Boiled Dressing 
Bread and Butter 
— Sliced Peaches 
Mil 


Hermits 


Approximate composition and caloric value: carbo- 
hydrate, 305 grams; protein, 90 grams; fat, 102 grams; 
bulk, 900 grams; calories, 2498. 
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5 
Breakfast 


Sliced Peaches 
Wheatena with Milk and Sugar 
Omelet with Currant Jelly 
Wheat Muffins and Butter 
Coffee with Cream and Sugar 
Orange Juice 
Dinner 
Vegetable Soup 
Roast Lamb and Mint Sauce Mashed Potatoes 
Buttered Onions Small Peas 
Orange and Grape Salad with French Dressing 
Bread and Butter 
Ginger Bread with Whipped Cream 
Tea with Sugar 


Supper 
Braised Sweetbreads with Mushroom Sauce 
Creamed Potato Buttered Italian Squash 
Bread and Butter 
Red Raspberries 
Milk 


Approximate composition and caloric value: carbo- 
hydrate, 315 grams; protein, 90 grams; fat, 105 grams; 
bulk, 800 grams; calories, 2565, 

* * * 


6 
Breakfast 


Stewed Prunes 
Puffed Rice with Milk and Sugar 
Poached Egg on Toast 
Melba Toast Butter 
Coffee with Cream and Sugar 
Orange Juice 
Dinner 
Cream of Corn Soup 
Baked Halibut 
Parsley Potato Sliced Tomato 
Lettuce Salad with French Dressing 
Fruit Sherbert Wafers 
Tea with Cream and Sugar 


Supper 
Cheese Souffle 
Baked Potato Fresh Spinach 
Combination Vegetable Salad with Boiled Dressing 
Bread and Butter 
Fresh Strawberries 
Milk 
Approximate composition and caloric value: carbo- 
hydrate, 270 grams; protein, 80 grams; fat, 90 grams; 
bulk, 800 grams; calories, 2210. 
* * * 


7 


Breakfast 
Melon 
Pettijohns with Milk and Sugar 
Bacon 
Toast and Butter 
Coffee with Cream and Sugar 
Orange Juice 


Dinner 
Split Pea Soup 
Lamb Stew with Vegetables 
Boiled Potato 
Stuffed Prune Salad with Cottage Cheese and 
Whipped Cream 
Bread Pudding with Fruit Sauce 
Tea with Sugar 
Supper 
Baked Beans 
Spanish Pickles Fresh Spinach 
Orange and Grape Salad with French Dressing 
Corn Bread Butter 


Sugar Cookies 


Baked Apple 
Milk 
Approximate composition and caloric value: carbo- 
hydrate, 270 grams; protein, 80 grams; fat, 90 grams; 
bulk, 900 grams; calories, 2225. 





January, 1928 


8 


Breakfast 


Grapefruit 
Shredded Wheat with Milk and Sugar 
Scrambled Egg 
Toast and Butter 
Coffee with Cream and Sugar 
Orange Juice 


Dinner 


Fresh Fruit Cocktail 
’ Chicken Broth with Rice 
Broiled Chicken Mashed Potatoes and Gravy 
Buttered Asparagus Celery Hearts 
Small Peas’ - Olives 
Pineapple Sundae and Cake 
Coffee with Sugar 


Supper 


; Boiled Rice 
String Beans Baked Tomato 
Tuna Salad 
Hot Biscuits and Butter 
Apricot Whip 
Milk 
Approximate composition and caloric value: carbo- 
hydrate, 270 grams; protein, 80 grams; fat, 90 grams; 
bulk, 800 grams; calories, 2200. 


x* * * 


9 


Breakfast 


Rhubarb 
Cream of Wheat with Milk and Sugar 
Liver and Bacon 
Toast Butter 
Coffee with Cream and Sugar 
Orange Juice 


Dinner 


Vegetable Soup 
Roast Beef Potato Cake 
Buttered Celery Cole Slaw Creamed Carrots 
Bread and Butter 


Stuffed Baked Apple 
Tea with Cream and Sugar 


Supper 


Jelly Omelet 
Buttered Peas Braised Lettuce 
Pineapple and Cottage Cheese Salad with 
French Dressing 
Bread and Butter 
Peach Compote 
Milk 
Approximate composition and caloric value: carbo- 
hydrate, 310 grams; protein, 95 grams; fat, 100 grams; 
bulk, 900 grams; calories, 2520. 


* * * 


10 


Breakfast 


Orange 
Shredded Wheat with Milk and Sugar 
Broiled Ham 
Toast with Butter and Jelly 
Grapefruit Juice with Lemon 
Coffee with Cream and Sugar 


Dinner 


Cream of Celery Soup 
Swiss Steak Baked Sweet Potato 
Sliced Tomato 
Pear and American Cheese Salad with 

French Dressing 

Bread and Butter 

Tapioca Cream 

Tea with Sugar 


DIETS FOR MOTHERS—SANSUM 


Supper 


Chicken Souffle with Mushroom Sauce 
Baked Potato Egg Plant 
Asparagus Salad with French Dressing 
Bread and Butter 
Sponge Cake 
Milk 
Approximate composition and caloric value: carbo- 
hydrate, 290 grams; protein, 100 grams; fat, 110 grams; 
bulk, 800 grams; calories, 2550. 
Supper menus may be substituted for luncheon 
menus. 
* * * 


DISCUSSION 


Lyte G. McNgEILz, M. D. (523 West Sixth Street, Los 
Angeles)—Doctor Sansum’s paper is a safe, sane out- 
line of a subject regarding which the average physi- 
cian knows very little, and is apt to be too busy to 
apply what he knows. The habitual use of cathartics, 
as outlined, is one of the great crimes of medical prac- 
tice. I am glad that Doctor Sansum has called atten- 
tion to the rdle of focal infections in the cause of tox- 
emias of pregnancy, and to the importance of the re- 
moval of such foci, together with dietetic treatment, as 
a rational means of ers controlling the toxemia. 


Titian Correy, M.D. (1136 West Sixth Street, Los 
Angeles)—The question of interest to us is the bear- 
ing of diet on pregnancy and lactation, especially in 
relation to weight. 

Never should a woman be more careful of her diet 
than during pregnancy. 

After the initial stage of vomiting and nausea and 
after passing the fourth month, a sense of well-being 
takes place, and to make up for the sometimes rapid 
and severe loss of weight coincident with the vomit- 
ing, the appetite improves and patients are apt to com- 
plain of ravenous hunger. This stuffing process leads 
to rapid gain in weight, frequently as much as six or 
ten pounds per month. Allowing an average gain of 
three pounds per month or twenty-five pounds during 
pregnancy, this starts them off with a bang and by the 
sixth month they may be way over the normal weight 
standard and dieting becomes necessary to control or 
reduce. 

If the mother is to go through her confinement with 
safety and provide a sufficient quantity of milk, her 
weight should be kept within reasonable limits and 
one should not put on over fifteen pounds nor exceed 
this amount over the normal, according to standards 
based on age and height. All the dangers of physio- 
logical break during the last months are increased by 
excessive weight, and fat women are poor milkers. 
The thin, wiry woman is usually the one with the 
abundant milk supply. 

Supervision of the diet therefore becomes of utmost 
importance on this account alone, regardless of hand- 
ling the problems of high blood pressure, cardiac de- 
compensation or kidney involvement. 

Diet in pregnancy should be well balanced, rather 
low in proteid, with diminished fats if weight is being 
put on too rapidly and should consist largely of vege- 
tables, fruits and salads, using eggs and meat spar- 
ingly with suitable restrictions or omissions in face of 
kidney breakdown. 

During lactation fluids should be given freely, but 
too frequently we have found the mother deriving all 
the benefit apparently, by losing her figure and not 
manufacturing a sufficient milk supply. 

Three square meals a day of plain wholesome food, 
avoiding all rich and spicy foods, is frequently of 
greater aid in lactation than the quantities of liquid 
our patients are often forced to take. 

Printed diet slips as Doctor Sansum suggests should 
be given each patient and instructions given verbally 
as to the importance of diet to the mother. 

Dieting to control the size of the baby is futile, but 
to preserve the welfare of mother is vital. 


Frank W. Lyncu, M.D. (University of California 
Hospital, San Francisco)—Doctor Sansum’s paper re- 
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views in a clear manner the principles which underlie 
the use of diet as a means of treating many of the 
disturbances that are frequently encountered during 
pregnancy 4nd that are characterized by acidosis. The 
essayist emphasizes the fact that the diet which usually 
appeals to individuals able to afford it is composed 
of foodstuffs whose residue contains acid ash which, 
even without concurring factors, favors the develop- 
ment of an acidosis which if long continued will cause 
definite pathological lesions which may prove of seri- 
ous character. 

‘A paper like Doctor Sansum’s would prove of great 
interest to the majority of physicians in general prac- 
tice even if it were designed as a general health meas- 
ure for adults in general and had not been written spe- 
cifically for the care of pregnant women. Physicians 
in general have comparatively little accurate knowledge 
concerning the possibilities of dietary treatment unless 
they have become interested in the actual details of 
the care of diabetic or nephritic patients. They wel- 
come the appearance of any clear-cut paper giving de- 
tailed instruction in dietetic problems, especially if it 
emphasizes, as does the paper under discussion, the 
laws which underlie the treatment. 

The value of the paper is greater since it deals with 
pregnancy, in which it is likely that some degree of 
acidosis is present constantly, resulting at first while 
the maternal body is struggling to become acclimated 
to the rapidly growing fetal cells, and later because 
the delicate metabolic balance is upset by dietetic 
errors, infections, etc., which may throw the patient 
into the condition now termed toxemia of pregnancy. 
Naturally this phenomenon is seen more often in indi- 
viduals whose threshold of resistance is more narrow 
than normal, a condition which may not be recognized 
until the kidneys which had hitherto been functioning 
normally break down under the added strain imposed 
by pregnancy. Proof of this is afforded by the well- 
known facts that an ether anesthesia of one hour and 
a half given for a simple laparotomy may throw a 
pregnant woman with a mild toxemia into a fulminat- 
ing type, and that pregnant women who have gained 
weight unduly rapidly more readily pass over into 
toxemic conditions than do those whose weight gain 
is slower and more uniform. Clinical evidence gives 
much support to the theory that pregnancy is in real- 
ity a “delicate state.” 

It is most reasonable therefore to use diet as one 
of our chief means of treating the toxemias of preg- 
nancy that are characterized chiefly by an acidosis. 
The treatment is logical because kidneys, the chief 
organs of excretion, are easily injured when they are 
called upon to handle excreta which has not yet been 
converted into the blandest form. The experience of 
the medical world shows that the treatment of this 
type of case by drugs has been a conspicuous failure 
in spite of the fact that the patients as a group have 
youth on their side. In marked contrast is the con- 
spicuous success which has attended the treatment of 
nephritis, diabetes, constipation, acute ulcers of the 
stomach, etc., by therapeutic measures in which diet 
assumes a leading role. 

Doctor Sansum’s paper to my mind is thoroughly 
sound and constructive and presents a method of ther- 
apy that will be even of greater interest in future time. 
It is in conformity with modern biological chemical 
study and the clinical experience of nearly all physi- 
cians who have been treating this type of patients 
along these lines. The dietary tables should be of 
great practical value. 

I hope that the author will incorporate in his dis- 
cussion the method which he advocated for estimating 
the acidity of the urine. 


Docror SAnsuM (closing)—The reaction of the urine 
may easily be determined by means of dyes which are 
called indicators. Pieces of paper dipped in the dye, 
litmus, have been used for this purpose for a long 
time. This dye has the property of turning red in 
an acid solution and blue in an alkaline solution. The 
dye, litmus, however, is not a very delicate indicator; 
in fact I believe that a urine which is acid enough to 
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turn blue litmus paper to red is far too acid, and a 
urine which is alkaline enough to change red litmus 
paper to blue is probably too alkaline. More delicate 
dyes, Brom Thymol Blue and Methyl Red, have there- 
fore been chosen. 

There is an excellent book entitled “The Determi- 
nation of Hydrogen Ions” by W. Mansfield Clark, 
published by the Williams and Wilkins Company, 
Baltimore, which contains full details. 

The dyes chosen have the advantage of changing 
to several colors, depending upon the degree of acidity 
or alkalinity. The dye, Brom Thymol Blue (B. T. B.), 
is yellow in a slightly acid solution and blue in a 
slightly alkaline solution. As the reaction changes 
from acid to alkaline the color changes gradually from 
a yellow green to a green, to a blue green, and finally 
to a blue. The dye Methyl Red (M. R.), is used in the 
more acid urines. In the extremely acid urines it is 
yellow with varying shades of color between. 

The material used for the test: 

1. Two small test tubes. 

2. Two dyes. Brom Thymol Blue (0.04 per cent) 
for the less acid urines and Methyl Red (0.2 per cent) 
for the very acid urines, 

3. Color chart. 

4. Medicine dropper. 

5. Distilled water. 

6. Specimen of urine to be tested. This should be a 
part of a twenty-four-hour specimen, but single speci- 
mens may also be tested. 

A medicine dropper full of urine (it need not be 
measured accurately because the dye expresses the 
ratios between the alkaline and acid components of the 
urine rather than the total amount of either) should 
be placed in a test tube, and for the first test, four 
drops of Brom Thymol Blue are added with enough 
distilled water to nearly fill the test tube. The shade 
of color should then be compared with the Brom Thy- 
mol Blue color plates in daylight. The green-blue 
shade marked 2.2 above, (pH 7) below, is, I believe, 
the ideal shade, but the shades marked 3.5 (pH 6.8) 
and 5.6 (pH 6.6), do not indicate very acid urines. 
If with this indicator the shade is yellow, another test 
tube should be used as before except that two drops 
of Methyl Red should be added and the shade com- 
pared with the Methyl Red color plates. None of 
these degrees of acidity are satisfactory, but they ex- 
press the net result of the ash of the diet and should 
warn patients to change their diets radically toward 
the alkaline side. 


THE TREND OF GASTRIC SURGERY * 


By Joun Homer Wootsey, M.D. 
San Francisco 


Discussion by Donald C. Balfour, M.D., Rochester, 
Minnesota; Wallace I. Terry, M.D., San Francisco; 
Burns S. Chaffee, M.D., Long Beach. 


(ZASTRIC surgery originated because of me- 

chanical block from disease. Later pathol- 
ogy of certain lesions became the influencing 
factor. Today physiology is uppermost in the sur- 
geon’s mind. Retzius, Volkmann, Aschoff,? and 
Waldeyer observed and demonstrated the ana- 
tomical arrangement of the folds of the stomach 
along the lesser curvature directing the food by 
a quite definite course to the pylorus. Ninety per 
cent of the gastric ulcers and the great percent- 
age of the malignancies occur in this great gastric 
pathway, the Magenstrasse. Continued irritation 
from the passage of material along this pathway 
interferes with the healing of an abrasion or in- 
jured area so located. In contrast to this location 


*From the Department of Surgery of the University of 
California Medical School. 


Read before the General Surgery Section of the Cali- 


fornia Medical Association at its Fifty-Sixth Annual 
Meeting, April 25-28, 1927. 
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ulcers elsewhere in the stomach are of rare occur- 
rence and heal quickly, due, it is thought, to the 
lack of active irritation and the protection by a 
mucous coat. 

The pyloric canal first and the pyloric antrum 
secondly are the most frequently involved areas. 
Authors have repeatedly stated, and incorrectly 
so, that this portion of the stomach is the “acid- 
bearing area.” The acid secretion occurs in the 
fundus of the stomach chiefly, and in the cardia 
to a less extent. Ivy? finds no acid nor its source, 
parietal cells, in the pyloric canal or antrum. The 
pyloric canal and antrum are then correctly “the 
ulcer-bearing area,” and it is on this basis in 
part that partial gastrectomy is a rational proce- 
dure. Portis and Portis* have shown in animals 
that subsequent to a partial gastric resection a 
Pawlow pouch of the fundus continued to dem- 
onstrate acid formation unchanged in degree 
although the gastric acid content of the main 
lumen was decreased or absent. The reduction of 
acid then in the stomach content following par- 
tial gastrectomy is due to the neutralization by 
the upper intestinal content, and is the other 
reason for this radical procedure. 

The lack of adaptability of tissues to unusual 
chemical reaction is a factor for consideration in 
gastric surgery. The duodenum tolerates an acid 
medium well, the jejunum does not. The desire 
to retain the normal course of the food is acti- 
vated to a large extent by this. If the alkaline 
intestinal juices in a gastrojejunostomy are di- 
verted from the stomach by a secondary jejuno- 
jejunostomy or by a Roux Y operation, jejunal 
or marginal ulcer is more likely to occur. Thus 
principles of physiology, as retaining the natural 
course of the food, obtaining the neutralization 
of the gastric acidity, the putting to rest of the 
ulcer by proper gastric emptying or drainage, sub- 
stitution of a good healing tissue, or the removal 
of an area especially prone to ulceration, direct 
the gastric surgery of today. 


PREOPERATIVE CARE 


The patient as a whole is more considered to- 
day than ever before. Thought is being given 
to the preoperative preparation by food, fluids, 
and transfusion. Preoperative bowel preparation 
limited to a soap-suds enema the evening before 
allows the patient to sleep as late as possible into 
the morning. Prophylaxis against postoperative 
bronchopneumonia is essential. The mouth hy- 
giene at the University of California Clinic, under 
the leadership of Doctor Terry, has seen a reduc- 
tion of postoperative respiratory disturbance in 
upper abdominal surgery from 16.1 to 11.7 per 
cent, and in all surgery from 8.2 to 4 per cent. 
With the ease and safety of the patient in mind, 
ethylene and nitrous oxid are more widely 
employed. 

Preoperative gastric lavage in patients with 30 
per cent or more obstruction is excellent and 
should be performed the day previous as well as 
the morning of operation. In the absence of 
stasis, lavage is unnecessary, and from the point 
of asepsis seems unwise, as the normal stomach 
content is absolutely bacterial free. In addition 
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it is a most tiring ordeal for a patient who needs 
all the physical strength that he can muster. 


TECHNIQUE 


Gentleness in handling tissues certainly applies 
to gastric surgery. Heavy compression clamps as 
the “Roosevelt” three-blade should be discarded 
forever. Anastomoses without clamps are urged, 
for jejunal ulcer is often a sequel to a compres- 
sion clamp injury. The narrower crushing clamps 
such as the medium Payr or the special clamps 
of Shoemaker are sufficiently large in any resec- 
tion, and a small crushing clamp for the duodenal 
stump is satisfactory. The less destruction of 
tissue the more quickly repair of tissue occurs. 

Needles and suture material are vastly im- 
proved. The type of needle enclosing the suture 
end gives the finest of opening, and the suture 
with a needle at each end allows one to finish the 
inner layer at the anterior central point, rather 
than at the end of the anastomosis—a weak point. 
Catgut, so called, gastro-intestinal No. 1, is safe 
for use in both layers—even in instances of malig- 
nancy where heretofore many have employed at 
least one layer of silk or linen. The non-absorb- 
able suture is undeniably a provoking cause of 
gastrojejunal ulcer, and it makes little difference 
in which layer it is employed. 

The method of approximation of a gastro- 
intestinal anastomosis has seen some change, espe- 
cially in pyloroplasties. Direct layer approxima- 
tion as submucosa to submucosa and peritoneum 
to peritoneum, followed by one inverting stitch, 
has given satisfactory closure and retained a 
larger lumen. In a gastrojejunostomy, two layers 
of sutures of which the inner is posteriorly a 
locked type and anteriorly a continuous Connell 
is recommended. The locked suture posteriorly 
will control any hemorrhage, and anteriorly all 
blood vessels should be ligated previous to their 
severance. 


Peritonealization or, more properly, omentali- 
zation to cover all raw areas gives not only a 
protective’ covering against otherwise possible 
troublesome adhesions, but also reinforces the vis- 
ceral closure against leakage. 


Gastrojejunostomy—The location of the stoma 
is of first importance. It should be at the most 
dependent point or, in case of direct treatment 
in the lower half of the stomach to a lesser curva- 
ture ulcer, exactly opposite to it or slightly proxi- 
mal. Any direct treatment of a lesser curvature 
ulcer breaks the continuity of gastric waves at 
that point, and that means the gastric content is 
propelled only to that level. Therefore, ideally 
the new stoma should be located so as to have the 
benefit of the initial peristaltic effort or at the 
most dependent point. In the posterior gastro- 
jejunostomy the mesocolon should be attached 
upon the stomach wall 2 cm. from the gastro- 
jejunal junction or interference with the stoma 
or jejunal loops is likely to result. Proper angula- 
tion of the efferent loop is important in order to 
insure proper emptying. The resulting stoma 
should allow two fingers to be easily invaginated, 
and this means an initial incision of approximately 
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7 cm. Anastomosis of the two jejunal loops below 
the gastrojejunostomy is unwise, as it destroys 
one important value of the operation—the neu- 
tralization of gastric acidity. Definite proof is at 
hand that with such a deflection of the intestinal 
juices jejunal ulcer is more prone to occur. Liga- 
tion of the pylorus is rarely advisable, and has 
been shown to be relatively more frequently fol- 
lowed by gastrojejunal ulcer. 


Pyloroplasty—A _ pyloroplasty necessitates a 
freely movable duodenum. Mobilization of the 
duodenum as developed by Finney and- popular- 
ized by Kocher can be employed. The pyloroplas- 
ties of C. W. Mayo, Judd, Heineke-Mikulicz, 
Horsley and Finney have a limited value and are, 
in my opinion, adapted only to the small ulcer on 
the pyloric ring or within 1 cm. of it. The Finney 
pyloroplasty is preferred, for by it the ulcer can 
be excised or treated directly and a definite sized 
stoma result. The chief fault of the others seems 
to be the poor emptying and the tendency for 
recurrence of another ulcer. 


Partial Gastrectomy—The value and satisfac- 
tory results of this operation are evident. Points 
for discussion in technique are the location with 
regard to the colon and the position of the stoma. 
The relationship to the colon depends primarily 
upon the amount of stomach resected. If more 
than 50 per cent is excised, then the antecolic 
type, Balfour-Polya,* is preferable,:for in the 
retrocolic position the mesocolon has to be at- 
tached to the stomach and distortion will follow 
which may interfere with either the stomach, 
jejunal loops, or transverse colon. The antecolic 
location also gives ease of approach if secondary 
operation should become necessary. The position 
of the stoma is debatable. Subjectively no differ- 
ence has been noted with location in all places. 
Objectively experience has demonstrated that with 
the opening at the lesser curvature a marked bulg- 
ing of the amputated end at the greater curva- 
ture occurs with each peristaltic wave; with the 
opening at the greater curvature satisfactory emp- 
tying occurs; and with the entire end open so 
that a stoma of approximately 7 cm. is effected 
the functional result has been excellent. With the 
opening at the lesser curvature the angle of sec- 
tion at the greater curvature should be quite 
obtuse and then the above-mentioned bulging, 
observed under x-ray, is less noticeable. 

The closure of the duodenal stump is effected 
by the Kerr adaptation of the Cushing right angle 
stitch over a small crushing clamp, a second layer 
of continuous Lembert type, and then omentaliza- 
tion. No leakage has ever been experienced and 
drainage is never employed. 


Gastroduodenostomy—The Billroth I operation 
when possible gives- an excellent anatomic and 
theoretically physiologic result. Increased mobil- 
ity of the lesser curvature which may be necessary 
to relieve suture tension is possible by the Mayo 
technique,® and is an important aid. The expe- 
rience of Finisterer,® however, with this type of 
operation shows a marked tendency for ulcer 
recurrence especially of the marginal type. 

Gastroduodenostomy, as described by Kocher 





Vol. XXVIII, No. 1 


and performed according to the usual gastro- 
jejunostomy technique, is an ideal procedure at 
times. 


Gastrostomy—A technique that can be done 
with the least incapacity of the patient; with the 
least infolding of the stomach, and without leak- 
age is the ideal. The method of Stamm with the 
three concentric rings, performed by a 5 cm. left 
rectus incision under local anesthesia, necessitates 
bed rest only for two to three days, uses the least 
amount of gastric wall, and has no more leakage 
than the other types. The employment of a F. 24 
mushroom catheter enhances its value and gives 
subjectively less distress. 


Duodenal Ulcer—The chief dispute in gastric 
surgery ranges today about this type of ulcer. 
European clinics are tending toward partial gas- 
tric resection. Moynihan at Leeds and the major- 
ity of American clinics are in favor of more con- 
servative procedure with a leaning to pyloroplasty 
or gastrojejunostomy. In instances of high free 
HCl and total acidity preoperatively, and as a rule 
a patient of high nervous tension, partial gastrec- 
tomy may be indicated. Certainly they are the 
type in which jejunal ulcer, recurrent ulcer and 
failure of subjective relief are more prone to 
occur with the less radical procedure. Ulcers that 
are located on the anterior wall immediately on 
the pylorus or 1 cm. from it may be adaptable to 
pyloroplasty, but certainly farther away are best 
treated by gastrojejunostomy. Direct attack on 
the ulcer is needed in instances of hemorrhage. 


Duodenitis—This condition of the duodenum 
is characterized clinically chiefly by bleeding. At 
operation the surgeon not finding a definite ulcer 
to account for the hemorrhage usually opens the 
duodenum and finds a thickened edematous fri- 
able wall. Judd and Nagel’ report in a relatively 
large series that this occurs in varying size areas. 
The author has met with only two instances, both 
so extensive that a closure of the duodenotomy 
due to the friability of the tissues was effected 
only with difficulty. A posterior gastrojejunos- 
tomy has given complete relief over a period of 
three years in each instance. 

Gastric Ulcer—The malignant degeneration of 
a gastric ulcer if not demonstrable by the micro- 
scope certainly is suggestively so in the patient’s 
history. This fact and the necessity of direct 
attack upon the ulcer to hasten healing, influences 
the operative procedure. Direct treatment by ex- 
cision or cauterization alone does not give relief 
and further ulceration is prone to occur. Gastro- 
jejunostomy alone has a similar sequence. The 
two latter procedures combined, however, do give 
good subjective and objective results. Deaver ® 
favors sleeve resection for some lesser curvature 
ulcers, but is almost alone in this contention. In 
a general way it seems advisable to employ par- 
tial gastric resection for the ulcer of the pyloric 
canal, antrum, and lower one-third of the fundic 
area and direct attack upon the lesion combined 
with gastrojejunostomy for all ulcers located 
more proximally. 

Gastric Polyposis 





Malignant degeneration of 
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this condition has not been proven as great as 
first suspected. If local obstruction or hemor- 
rhage is associated with this lesion excision or 
even partial excision is advised. Otherwise treat- 
ment should be symptomatic. 


Gastric Carcinoma—In the presence of liver 
metastases surgery is contraindicated. The pres- 
ence of lesser curvature lymph glands should not 
deter one from radical excision providing the 
malignant mass is removable. Partial gastric re- 
section allowing a margin of 3 cm. from the can- 
cer edge and a Balfour-Polya gastrojejunostomy 
is recommended. In~- inoperable gastric cancer 
with a large per cent of obstruction it has been 
found that a gastrojejunostomy, either posterior 
or anterior, gives inestimable comfort to the 
patient. 


Gastrojejunal Ulcer—This lesion has occurred 
in the past in 2 to 3 per cent of instances, but 
with atraumatic technique, absorbable sutures, 
and more judicial selection of operative treatment, 
no instances have occurred at the University of 
California Clinic in the past five years. Partial 
gastrectomy with excision of the old stoma is the 
recommended operative procedure. 


POSTOPERATIVE CARE 


Pope, one of my most revered preceptors, has 
said “any anastomosis that will not hold water 
is a very poor piece of workmanship.” It has 


been our experience to allow to our patients as 
soon as awake, water by mouth in teaspoonful 
doses followed by a gradual increase in the 


amount as tolerated. Food in the form of a baked 
potato, custard, gelatine, and strained cereals are 
usually started on the third day. Care with the 
diet and alkalis if needed, for at least six months 
are the discharge instructions. Especial attention 
immediately postoperative is given to the fluid 
intake and output. The former is maintained 
between 2800 and 4000 cc. by subcutaneous salt 
solutions or intravenous 10 per cent glucose 
solution. Postoperative stasis or vomiting, if so 
unfortunate a complication occurs, is best handled 
by the proper employment of the Jutte tube.° 


CONCLUSIONS 


1. Principles of physiology as well as pathology 
direct the present trend of gastric surgery. 

2. Preoperative preparation to support the pa- 
tient generally is more closely followed. 

3. Atraumatic technique should receive more 
attention in gastric surgery. 

4. Careful preoperative preparation, wise choice 
of operative procedure, atraumatic technique, and 
careful postoperative care for a period of six 
months will lessen the operative mortality and 
give a greater percentage of cures. 

5. No one operative procedure can be the rule. 
A judicious choice of procedure dependent upon 
the location of the lesion, the type of lesion, the 
mobility of the affected viscera, and the patient’s 
general condition should be followed. 

6. The present trend of gastric surgery is 
toward the standardization of all operative pro- 
cedures. 

490 Post Street. 
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DISCUSSION 


Donatp C. Batrour, M. D. (Rochester, Minnesota)— 
Doctor Woolsey has made a very comprehensive 
review of the fundamental principles of the surgery 
of the stomach and duodenum. He has very properly 
emphasized the importance of great attention to de- 
tail, both in the preoperative preparation of the pa- 
tients, in the conduct of the operation itself, and in the 
postoperative care. It is by the most scrupulous 
attention to details that the best results from the 
surgical treatment of lesions of the stomach and duo- 
denum will be obtained. 

Another very important point which has been 
brought out in the review is that the selection of the 
operative procedure is of the greatest importance. 
Many unsatisfactory results occur because of the sur- 
geon’s blind adherence to some operation which has 
proved of value in certain types of cases and has been 
wrongfully applied in other types. It has become a 
platitude that the surgeon when operating for any 
gastric or duodenal lesion should approach the case 
with a perfectly open mind and do whatever type of 
operation is indicated in that particular case. 

The general principles of the treatment of benign 
lesions are that for chronic duodenal ulcer adequate 
drainage should be established and maintained since 
this relieves intragastric spasm, gives the lesion a 
chance to heal, and offers the highest protection 
against recurrence of ulceration. It is to the patient’s 
advantage in cases where the ulcer has been compli- 
cated by bleeding to get rid of the lesion. This may 
be accomplished by cauterization or by a partial 
duodenectomy. 

For chronic gastric ulcer there are many reasons 
why the removal of the lesion is advisable. This prin- 
ciple should not be adhered to in such a way as to 
increase the risk of the operation greatly, since an 
indirect operation for the uncomplicated and free gas- 
tric ulcer is very often followed by an excellent result. 
Radical operation for chronic gastric ulcer is justifi- 
able unless the ulcer is small and high-lying, in which 
event its removal by partial gastrectomy would mean 
the sacrifice of too large a part of the stomach. Ulcers 
in their more common situation, namely, near the 
angle of the stomach are usually suitable for partial 
gastrectomy. 

& 

Wattace I. Terry, M. D. (384 Post Street, San Fran- 
cisco)—It is well occasionally to review stomach sur- 
gery and emphasize, as Doctor Woolsey has done, 
those procedures that have best stood the test of time. 
The chapter on stomach surgery is by no means com- 
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pleted and much more must be done before we can 
feel entirely satisfied with our results. When, how- 
ever, we consider that the results today are much 
better than,our early efforts we can hope for a much 
brighter future. 

The rather high incidence of jejunal or gastrojejunal 
ulcers following gastrojejunostomies should make us 
think more frequently of some of the pyloroplas- 
ties or of gastroduodenostomies. The jejunum is ill 
adapted to receive stomach contents before they have 
been thoroughly alkalinized by the bile, pancreatic 
juice and the succus entericus, and it seems logical 
to have the stomach drain into the duodenum when- 
ever the surgical condition permits. 

From a mechanical standpoint, the surgery of stom- 
ach cancer is on a fairly high level of efficiency, but 
unfortunately in many cases we cannot make the diag- 
nosis of malignancy early enough to get cures. The 
silent carcinomas of the easenen are all too numerous. 


Burns S. Cuarrez, M.D. (917 Security Building, 
Long Beach)—Doctor Woolsey has presented an ex- 
cellent review on the subject of gastric surgery. The 
detailed, painstaking care in the preparation of the 
patient, the operation of choice and technique, and the 
postoperative care, are all essential in securing good 
results. 

Too great emphasis cannot be placed on gentleness 
in the handling of tissues in the abdominal cavity, 
especially in gastric surgery. 

I have been very much interested in pyloroplasties, 
and especially the Finney type, for the treatment of 
ulcers in the region of the pylorus. This operation 
affords the opportunity of observing the mucous mem- 
brane of both the duodenum and the stomach for 
a distance of several centimeters from the pyloric 
sphincter and enables the surgeon to, remove the 
ulcers or treat them with the cautery. 

There are many cases in which it is impossible to 
mobilize the duodenum; however, there are many 
cases in which the duodenum can be mobilized by 
careful dissection and the severing of adhesions. 

Patients usually do exceptionally well following this 
operation. Their convalescence is no more stormy 
than that of patients operated for chronic appendicitis. 

A fluoroscopic examination of cases under my care 
and observed by T. R. Brown twelve to eighteen 
months after the operation revealed a normal func- 
tioning pylorus. 


GASTRO-INTESTINAL SYMPTOMS MASKING 
GALL-BLADDER DISEASE* 


By Crarence G. ToLanp, M. D. 
Los Angeles 


Discussion by Wallace I. Terry, M.D., San Francisco; 
Sterling Bunnell, M.D., San Francisco; Andrew Stewart 
Lobingier, M. D., Los Angeles. 

(5ALL-BLADDER disease can be easily diag- 

nosed when the typical symptoms are present. 
But this is not always the case, and the recogni- 
tion of the gall bladder as the locus of abdominal 
pathology, even when such pathology is well ad- 
vanced, is frequently very difficult. Most sur- 
geons have met with puzzling cases in which posi- 
tive symptoms point to the stomach or lower 
abdomen as the seat of trouble, and in which 
no symptoms incriminating the gall bladder can 
be found, that, on” operation, disclose a badly 
degenerated or calculous gall bladder or ducts. 
Indeed as a concrete example of the frequency 
of such fallacious symptomatology I may quote 
Pfahler’s? remark respecting the roentgen-ray 
examination of such patients: “The great major- 

* Read before the General Surgery Section of the Cali- 


fornia Medical Association at its Fifty-Sixth Annual 
Session, April 25-28, 1927. 
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ity of patients sent to me for an examination of 
the ‘stomach’ because of stomach symptoms do 
not have any lesion in the stomach but have dis- 
ease of one of the other organs, most often the 
gall bladder or the appendix.” 


A part of the atypical symptomatology dis- 
played in such cases may be due to adhesions 
resulting from old inflammatory processes within 
the abdomen or to direct adhesion of one viscus 
to another. Such adhesions may directly embar- 


rass the duodenum or interfere with the passage 
of food. 


But I venture to think that in the great major- 
ity of patients in which gall-bladder disease gives 
rise to atypical pain suggesting gastric or intesti- 
nal lesions, these symptoms are of reflex nervous 
origin and due to the direct and indirect nerve 
connections between the gall bladder and the 
gastro-intestinal tract. This view has been im- 
pressed upon me by a recent case of this type 


and by a study of the literature bearing on this 
subject. 


CASE REPORT 


The patient to whom I allude, a widow, age 47 
years, had complained of indefinite abdominal symp- 
toms for some years following a hysterectomy in 
1919. The general symptoms consisted of soreness 
and distress in the lower left hypochondrium and 
over the lower abdomen in general; some frequency 
and burning micturition; poor digestion; loss of 
weight and a general tired feeling. In 1923 she was 
operated upon for a sudden obstruction of the bowel. 
Since that time until 1925 she had never felt well. 
She had intermittent attacks of hypochondrial pain 
radiating at times to the back but mostly down the 
hip, gas, vomiting, almost constant constipation, ner- 
vousness, loss of sleep and general abdominal dis- 
comfort. A physical examination disclosed nothing 
very definite except some left lower abdominal and 
midline tenderness. 


Roentgen-ray examination showed slight bulging in 
the pars media of the greater curvature of the stom- 
ach associated with some irregularity in contour. 
There was also an apparent absence of peristalsis at 
this spot. The rugae were generally normal on the 
lesser curvature side of the stomach. There was no 
filling defect and in the roentgen-ray examination of 
the gastro-intestinal tract nothing else was observed 
either before or after administration of barium meal, 
which could be considered as distinctly abnormal. 
The gall-bladder region was quite negative. 


No definite diagnosis could be made on the basis 
of the present history, physical, roentgenologic or 
laboratory findings. The patient was therefore kept 
under observation. Two months later we obtained 
real information from the past history; that at the 
age of 22 years, while pregnant, she had several at- 
tacks of typical gall-bladder colic; after that two 
attacks each year for five years; then a quiescent 
period until 1919, when the present complicated his- 
tory began. It was decided to perform a laparotomy. 
Two large, black, cholesterin-mixed stones were found 
in the greatly enlarged common duct; the gall bladder 
was contracted to about one-third its normal size, 
chronically inflamed and very friable; there were 
many adhesions throughout the abdomen and the 
transverse colon and a few coils of small intestine 
were attached to the abdominal wall beneath the scar 
of the old incision. A choledochotomy and partial 
cholecystectomy were done. 


1. The main point which I wish to stress in 
this case is the presence of such pronounced 
biliary-tract pathology in the absence of any clini- 
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cal or other data which might have suggested it 
since 1919. 

2. A preoperative diagnosis of gall-bladder 
pathology would not have been made had we been 
unable to obtain the story of the past history. 
There was no icterus, no gall-bladder region ten- 
derness, none of the typical pains, nor were the 
stools such as might have suggested bile trouble. 
The clinical and other evidence seemed to point 
to some indeterminate gastric or intestinal lesion. 
The symptoms I consider to have been mainly the 
result of reflex reactions from the gall-bladder 
although no doubt the presence of the many ad- 
hesions contributed. 


REFERENCES IN LITERATURE 


On looking over the literature I find a certain 
number of facts pertinent to this case, especially 
to the reflex symptoms arising in the digestive 
tract in connection with gall-bladder disease. 

Ramond and Parturier,? in a quite recent arti- 
cle, have called attention to the particular reflex 
reactions. They mention especially the commonly 
observed spasm of the pylorus, mesogastric spasm, 
esophageal spasm, and colonic spasm. While any 
of the segments of the colon may show isolated 
spasms under gall-bladder excitation, Ramond 
and Parturier refer to two which are especially 
prominent, viz., ceco-colic spasm and that of the 
left colic angle. Both of these spasms are ob- 
served with great frequency in patients with 
cholecystitis. 

The state of constipation, diarrhea or muco- 
entero-colitis, which accompany acute or chronic 
cholecystitis, Ramond and Parturier think can 
only be the effect of colonic reflexes from the gall 
bladder. 

The points in the digestive tract in which reflex 
spasmodic effects of vesicular origin are produced 
are, according to Ramond and Parturier, exactly 
those referred to by Blamoutier * as the predomi- 
nant sites of antiperistaltism. 

One of the most interesting features of my 
own case, the value of which has only recently 
come to my notice, was the radiologic showing of 
an incisura in the great curvature of the stomach 
almost suggesting a slight bilocular condition. 
Ramond and Parturier refer very particularly to 
this mesogastric spasm of vesicular origin as an 
important indicative sign of gall-bladder disease 
when found in connection with spontaneous left 
hypochondrial pain and appearing about four 
hours after eating. At the same time radioscopy 
shows a normal small curvature. Ramond and 
Parturier report a case in which the radiological 
determination of this mediogastric spasm clinched 
the diagnosis. 


REFLEX SYMPTOMATOLOGY 


In order to understand the reflex symptoma- 
tology arising in connection with gall-bladder dis- 
ease we must have a clear idea of the nervous 
connections of the viscus. , 

In regard to the nerves supplying the gall 
bladder and their relationship to the innervation 
of the gastro-intestinal tract; Griffiths‘ states 
that the nerve supply of the gall bladder is de- 
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rived from the hepatic plexus which is an off- 
shoot from the celiac plexus, itself derived from 
the fifth to tenth thoracic nerves. There are also 
fibers from the right phrenic nerve. 

Freese® states that Heidenhain and Doyen 
showed that the gall bladder and ducts received 
motor fibers by way of the splanchnics. The mus- 
culature of the gall bladder is provided with both 
constrictor and dilator nerve fibers by the splanch- 
nics. Both the motor and inhibitory fibers arise 
from the spinal cord in the roots of the sixth to 
the thirteenth dorsal nerves. 

Piersol’s Anatomy (p. 1370) states that fibers 
from the hepatic plexus traverse the lesser omen- 
tum, the bile duct, the hepatic artery and the 
portal vein; and, after inosculating with fibers of 
the left vagus, enter the liver in which they 
ramify. In addition to its terminal distribution 
the plexus contributes filaments to the right supra- 
renal plexus and furnishes offshoots which fol- 
low the collateral branches of the hepatic artery 
supplying the areas in which these arteries are 
distributed. 

The study of the nervous connections of gall 
bladder shows how easily irritation from disease 
in this viscus, even if latent, may give rise to 
symptoms which suggest lesions in various other 
regions and organs of the abdomen. This study 
should serve to warn us against the fallibility of 
abdominal symptoms unless their origin is un- 
mistakable. Indeed a study of gall-bladder dis- 
ease literature is very eloquent in this regard. 

Griffiths, Hunterian lecturer Royal College of 
Surgeons, England, who has done considerable 
investigation on the anatomy and physiology of 
the gall bladder, is very insistent that irritation 
of the mucous membrane of the gall bladder 
causes a reflex irritation, which is most marked 
by its action on the stomach. 

Thies* in discussing the abdominal symptoms 
with a vegetative nervous etiology in gall-bladder 
disease noted that severe constipation was found 
in 86.6 per cent of the gall-bladder cases studied. 

Rohde® in the study of two hundred cases of 
cholelithiasis notes the frequent stomach and duo- 
denum reflex symptoms, especially spasm. 


Pottenger ® states that gall-bladder disease and 
chronic appendicitis are the two best known con- 
ditions for producing colicky pains, spasticity and 
stasis in the intestinal tract. 

Ramond and Parturier in their investigation 
of gall-bladder disease reflexes rather pointedly 
refer to the reflex of left hypochondrial pain. 
The epigastric reflex pain in gall-bladder disease 
may be felt in the peripheral terminations of the 
sixth and seventh dorsal nerves independent of 
any local pathology; or it may be a localized vis- 
ceral pain due to reflex disturbances of peristalsis. 
I believe this was the etiology of the pains in my 
own patient. Of course it must be remembered 
that the typical radiation of pain from the gall 
bladder itself in gall-bladder disease may be en- 
tirely disturbed by the presence of pericholecystic 
adhesions. 

The marked constipation which often accom- 
panies gall-bladder disease probably arises from 
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reflex nervous interference with the normal peri- 
stalsis of the bowel. This interference may be 
sufficiently great to produce complete atony. 

Spastic’ dynamic or functional ileus, sometimes 
termed paralytic ileus, is often due to reflex spasm 
of this kind arising from gall-bladder disease. 

Moore ® thinks that atony of the bowel, which 
may follow lesions elsewhere in the abdomen, has 
for its most probable etiology disturbances of 
innervation. The intestinal wall derives its in- 
nervation from the vagus and splanchnic nerves. 
The vague innervates the whole of the small intes- 
tine, and the effect of irritation of its fibers is 
to increase peristalsis. On the other hand irrita- 
tion of the fibers of the splanchnics tends to 
inhibit movements of that portion of the intes- 
tine controlled by them. A paralysis of the tract 
may result from an abnormal overactivity of the 
sympathetic or from inactivity of the vagi, and 
such motor disturbances may be of reflex origin. 

The ileus of reflex nervous type originating 
from gall-bladder disease may be mistaken for 
mechanical obstruction. One of the causes of 
functional ileus is interference with the nerve 
supply of the muscular wall of the intestine. This 
supply is from Auerbach’s sympathetic plexus, 
which is of course connected with the nervous 
mechanism of the biliary tract. These patients 
very frequently show the presence of the classical 
symptoms of intestinal obstruction without any 
evident symptoms drawing attention to the gall- 
bladder region. 

In conclusion I desire to repeat that gall- 
bladder pathology is often extremely deceptive 
in regard to its symptomatology. In the presence 
of abdominal symptoms which cannot be clearly 
accounted for, the surgeon should remember that 
many gastro-intestinal suggestive symptoms are 
but reflexes originating from a diseased biliary 
tract. This tract should always be investigated in 
all abdominal conditions. Mesogastric great cttrva- 
ture, ceco-colic, and left hepatic angle spasmodic 
phenomena are the most frequent nervous reflex 
results of gall-bladder disease. 

523 West Sixth Street. 


REFERENCES 


1. Pfahler: J. A. M. A., 1918, xxi, 1951. 


2. Ramond and Parturier: Presse méd., Paris, 1925, 
xxxiii, 625. 


. Blamoutier: Cited by Ramond and Parturier. 
. Griffiths: Lancet, 1923, i, 205. 
. Freese: Bull. Johns Hopk. Hos., 1905, xvi, 235. 


. Pottenger: Symptoms of Visceral Disease, second 
edition, 1922, ii, 162. 


. Thies: Mitteil, a. d. Grenzgebd. Med. u. Chir., 
1913-1914, xxvii, 389. 


. Rohde: Klin Wchnschr., 1923, ii, 631. 
. Moore: Surg. Gynec. Obst., 1923, xxxvii, 375. 


© © “I num» WwW 


DISCUSSION 


WAL AcE Irvinc Terry, M.D. (384 Post Street, San 
Francisco)—Doctor Toland has done well in calling 
our attention to some of the unusual inanifestations 
of gall-bladder disease. It is certainly true that gastro- 
intestinal symptoms are dominant in a fair propor- 
tion of cases where the gall bladder is the only dis- 
eased organ found at operation. Yet I can recall but 
two such cases which did not have a tender head 
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area over the ninth or tenth rib posteriorly on the 
right side. 

_Cholecystography is of great importance in the 
diagnosis of gall-bladder disease and, of course, would 
have thrown light on the case discussed by Doctor 
Toland. 

The description given in the paper of the various 
sympathetic links between the gall bladder and other 
viscera, is illuminating and important. 

& 

STERLING BunneLt, M.D. (516 Sutter Street, San 
Francisco)—The normal physiology of the gastro- 
intestinal tract as evidenced by x-ray and clinical 
symptoms is readily upset by any irritant in the 
vicinity whether inflammatory or mechanical. It is 
altered to a greater extent by irritation from organs 
of the digestive tract than by those in other systems, 
and to the greatest extent by those that center about 
the most vulnerable part, the solar plexus, such as 
the gall bladder. Unless we interpret the findings on 
broad principles, instead of as specific effects of the 
gall-bladder, confusion is bound to arise. 

From the cardia to the rectum there are four re- 
gions of prominent sphincteric action which are start- 
ing points of spasm, reverse peristalsis, and reflex 
inhibition, and these are affected in different ways 
according to the idiosyncrasy of the individual and 
the location and character of the irritant. The effects 
of an irritant in certain locations are apt to be 
grouped along the digestive tube in the segment 
where the nerve connections are the more intimate. 
Thus the gall bladder affects, in the order of inten- 
sity, the pylorus, cardiac orifice, ileocecal region and 
the descending colon; but other irritations in the gall- 
bladder region may do the same. The kinds of irrita- 
tions from the biliary tract are also quite dissimilar. 
Some are mechanical, as from stone, stricture, or 
overacting cystic kink or from traction of adhesions; 
and others are inflammatory, as cholecystitis, hepa- 
titis, adenitis, or pancreatitis. Within these there are 
variations in type and intensity. Therefore the dif- 
ferences in reflex effects are great. We should learn 
not only the coincidence but the meaning of each, 
and our judgment must be based more on the under- 
lying principles than, empirically, on specific signs. 
Cholecystography aids greatly. At times, however, the 
gall bladder is at fault; not only when localizing signs 
or symptoms are absent, but also when at operation 
the macroscopic pathology is scarcely recognizable. 
In such cases we must be guided by our judgment of 
the whole case history. 


ANDREW STEWART LosinciER, M.D. (Merritt Building, 
Los Angeles)—For many years a confusing gastro- 
intestinal symptom complex misled the diagnostician 
in interpreting the true pathology in the liver, gall 
bladder, and pancreas. We are indebted to the illumi- 
nating clinical studies conducted in the Leeds Clinic 
for the clarification of this symptomatology. We 
learned not to wait for terminal symptoms such as 
jaundice, bile in the urine and nocturnal colic to 
diagnose gall-bladder disease. Gas distension, discom- 
fort on taking food, light chilly sensations, tender- 
ness over Robson’s point and rigidity of the upper 
right rectus are the early signs of an infected liver 
and gall bladder. Pylorospasm without classical symp- 
toms of ulcer; paresis and retention of gas in the 
hepatic flexure and first portion of the transverse 
colon; spasticity of the descending colon with pain in 
those areas of colonic distension, are the usual con- 
comitants of chronic hepatitis and cholecystitis. We 
believe these conditions are due as much to omental 
adhesions to the angle of the colon or to the gall 
bladder and duodenum as to reflexes from the in- 
flamed loci. There is an unquestioned reflex to the 
gastric autrum and to the descending colon. But an 
acute hepatitis and an acute cholecystitis are as apt 
to be followed by chronic perihepatic and perichole- 
cystic adhesions to the duodenum and omentum, as 
a matted down and obstructed hepatic flexure may 
follow an appendicitis or a prolonged ulcerative colitis. 





January, 1928 


We have so frequently found obstructive adhesions 
associated with the gastro-intestinal symptom com- 
plex seen in cholecystitis with or without gall-stones, 
that it seemed obvious that reflexes from a disturbed 
innervation to the viscera must take a secondary 
position in accounting for the symptoms. 

Doctor Toland’s paper affords suggestive interest 
for a more extended clinical study. 


THE PELVIC FLOOR—CONSIDERATIONS 
REGARDING ITS ANATOMY AND 
MECHANICS * 


By A. W. Meyer, M.D. 
Palo Alto 


ROLE OF THE LIGAMENTS 


LTHOUGH the obliterated and unobliterated 
vessels, the nerves and their surrounding 
connective tissue sheaths and also the fascial ex- 
tensions upon the pelvic viscera, no doubt are 
important factors in the maintenance of the posi- 
tion of the pelvic organs, it would seem that the 
role played by the broad, and especially that 
played by the sacro-uterine and round ligaments 
in pelvic support, has been greatly overestimated. 
Schroeder,?® 1922, emphasized this in connection 
with the question of malposition and prolapse. 
He regarded these ligaments as only of secondary 
importance, and the muscles, vagina wall and con- 
nective tissue as the real supports of the uterus. 
According to him the round ligaments are relaxed 
even in a retrodisplaced uterus. 

It may be that the favorable results reported 
after shortening of the sacro-uterine or the broad 
ligaments may have been due in a considerable 
measure to the resulting adhesions and to the 
contractile effect of the scar tissue formed at the 
site of operation. Tschaussow,?’ 1887, also con- 
cluded that the uterosacral ligaments have only 
a negative influence. He added that muscle fibers 
are not always present in these “peritoneal folds” 
of children and that they are wholly insignificant 
in them as in the case of adults. 

The sacro-uterine ligaments are really not such. 
This was implied by Somers and Blaisdell,’* 1913, 
and by Blaisdell,*® 1917, who spoke of them as 
“potential ligaments,” and Dixon® quite correctly 
said that our attention frequently is directed “to 
strands of connective tissue often described as 
ligaments.” It is clear that potential ligaments 
exist wherever there is considerable subserous 
tissue, but they have no existence in fact and 
they surely cannot be operated upon. Nor must 
it be forgotten that prolonged traction upon sub- 
serous tissues or the peritoneum may result in 
local thickening anywhere. The variously directed 
connective tissue fibers will assume a more par- 
allel direction under these conditions. This is 
illustrated by the statement of Cuthbertson that 
“not infrequently the uterosacrals are so thin that 
they can be discovered only by making traction 
on the cervix.” 

Although the sacro-uterine plicae of peritoneum 
also contains smooth muscle they nevertheless 

* This is the second of two papers on this subject, the 


first paper being printed in this journal in last month’s 
issue. 


*From the Department of Anatomy, Stanford University. 
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aré very inconstant both as to prominence and 
extent. They do not always reach the sacrum and 
never are attached to it firmly. Hence, even when 
they do reach the sacrum the terms rectogenital 
and recto-uterine would seem to be preferable. 


Although these peritoneal folds are rather in- 
constant I cannot regard them as altogether un- 
important, and if operations performed upon 
them or the included connective tissue and muscle, 
have resulted so favorably this is excellent proof 
of the fact that the peritoneum is not a negli- 
gible factor in pelvic support. Their direction is 
rather unfavorable for checking the descent of 
the uterus and vagina, and it would seem that 
they undoubtedly have been made too much of. 
The smooth muscle within them has even been 
named retractoruteri, much as we speak of a sus- 
pensory muscle of the duodenum, and these mus- 
cular fasciculi have even been regarded as ten- 
sors of the anterior vaginal wall and of the 
vesicovaginal fascia and Smyly,”° 1919, regarded 
them as dilators of the fornices, causing balloon- 
ing of the vagina, said to be present in threatened 
abortion. The recto-uterine ligaments have been 
represented as fully a centimeter wide and one- 
half that thick in illustrations accompanying arti- 
cles on operations for the correction of uterine 
displacements and in other literature in connection 
with this subject. 


The pubovesical ligaments and the tendinous 
arches of the pelvic fascia firmly anchor the 
bladder, but it would seem that considerable dis- 
placement of it and of the urethra can occur by 
rotation about the lower border of the pubic sym- 
physis as an axis, without much stretching of 
these ligaments. Hence they do not seem to be 
of such great importance in the beginning of pro- 
lapse, and I doubt whether general pelvic pro- 
lapse is initiated by lesions in the urogenital dia- 
phragm alone, for injury to the pelvic diaphragm 
and fascia would seem to be a sine qua non for 
much yielding of the urogenital diaphragm. 
Nothing could better illustrate this than the draw- 
ing of a sagittal section of the pelvis of a mul- 
tipara shown in figure 4. Although the bladder 
is markedly lowered in position, dislocation of it 
is not nearly so marked as in the case of the 
uterus, ovaries, and rectum. In this case the 
uterus, and especially the round and broad liga- 
ments and, of course, the contained vessels and 
nerves were greatly stretched. The same thing 
was true of the pudic vessels and nerves, and had 
it not been for the firm resistance of the urogeni- 
tal diaphragm and the pubovesical ligaments the 
bladder undoubtedly would have been displaced 
much more. 


Muscles unsupported by other structures do not 
bear the strain of constant tension well. They are 
likely to yield under it. This applies particularly 
to the pubo- and iliococcygei, which are thin 
muscles and which play a rdle phylogenetically 
foreign to them, representing flexors and abduc- 
tors of the tail. Since Williams ** stated that the 
levator ani may be half a centimeter thick he 
probably had living hypertrophied muscles in 
mind, for I have never seen a muscle even in 











Fig. 4—Drawing of a sagittal section of a partially 
dissected female pelvis with marked prolapse of the 
uterus and displacement of bladder and rectum: (1) Ob- 


turator foramen. (2) Symphysis pubis. 
(4) Round ligament. (5) Cavity of uterus. 
(7) Cervix uteri. (8) Cervical canal. 
(10) Rectum. 
Coccyx. 


(3) Levator ani. 
(6) Fibroid. 
(9) Urinary bladder. 
(11) Ureter and ovarium vessels. (12) 


muscular young male cadavers, more than very 
roughly approximating such a thickness. I realize 
fully that most of the subjects I have seen belong 
to later decades, but we have also had a small 
number from the third decade, and I surmise that 
such statements as well as others in which the 
perineal body is represented as five centimeters 
long, find their explanation in impressions ob- 
tained from torn, contused, swollen and perhaps 
hypertrophied, tissues seen after labor. 
Although the superior fascia of the urogenital 
and especially that of the pelvic diaphragm, varies 
considerably in strength in its different portions 
and also in different individuals, it nevertheless 
is this fascia and the various reinforcements of 
it, such as the pubovesical ligaments and the lower 
tendinous arch which must bear the main burden 
of constant pressure exerted upon the pelvic or- 
gans. Did they not do so it would seem that the 
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musculature easily would become elongated and 
undergo atrophy. Whenever the musculature is 
poorly developed or partly deficient, which is not 
uncommon, pelvic support necessarily devolves 
upon the fascia. Were the latter not able to as- 
sume this burden the pelvic floor of both sexes 
would yield far more commonly than it actually 
does. 


A strong musculature may be accompanied by 
a strong fascia and a weak musculature by a 
weak one, but opposite conditions also are met 
with. Not infrequently the obturator portion of 
the pelvic fascia is surprisingly thin in otherwise 
very well-developed bodies and a strong thick 
pelvic fascia may accompany a really thin muscle. 

Although I have not specially mentioned them, 
the inferior fasciae of these diaphragms no doubt 
are not negligible although far less important 
than the superior, except perhaps in case of the 
inferior fascia of the urogenital diaphragm. These 
fasciae are aided in their protective rdle toward 
the musculature of these diaphragms by the peri- 
toneum and the subserous connective tissue and 
in a minor way by the ureters and the obliterated 
hypogastric arteries. The latter frequently lie in 
broad, thick folds of peritoneum which descend 
into the pelvis and which arch across the upper 
portion of its lateral walls. All these structures, 
however, play merely an auxiliary role as do the 
perineal and great gluteal muscles which support 
especially the coccygei. That their réle is auxil- 
iary is shown also by the fact that obturator, 
perineal and ischiadic herniae are not prevented by 
the mere presence of normally developed muscles 
in these regions. If the peritoneum and fascia 
yield the muscles no longer seem sufficient. 

That the peritoneal folds or so-called ligaments, 
and the peritoneum elsewhere, and also the sub- 
serous connective tissues, yield easily to continued 
pressure is illustrated unusually well by the 
history of uterine suspensions and by the amazing 
shifting of the duodenum, stomach, and liver 
rarely met with. In rare cases of rotation of the 
liver, even to 90 degrees (Meyer,”* 1924), fol- 
lowing depression of the right dome of the dia- 
phragm in cases of thoracic effusion or chronic 
tuberculous fibrosis, the pylorus may lie in a line 
to the left of the cardia, the upper portions of 
the duodenum having been pushed across the mid- 
line, ‘the gall bladder lying directly above the 
displaced pylorus. As Keith,?* 1924, put it: 
“The living peritoneum is the most ductile of 
structures.” 

However, if, as recorded in the literature, pro- 
lapse of the pelvic viscera is not an invariable 
consequence of deep injury of the female peri- 
neum, it is clear that other structures than the 
inferior fasciae and the muscles of the pelvic 
diaphragm must in these cases temporarily sup- 
port the pelvic viscera. This should not seem sur- 
prising if the normal position of the uterus and 
the great strength of the pubovesical ligaments 
and that of the superior pelvic fascia is borne in 
mind. Injury of the fibers of the pubococcygei 
permits a separation of their medial borders 
through retraction. Injury to the iliococcygei has 
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a still more disastrous effect because they run 
more transversely. Contraction of the iliococcygei 
raises the pelvic floor, but causes tension laterally 
at the midline, thus permitting displacement of 
the medial portions after injury there. 

Anyone especially interested in the rdle of the 
smaller bundles of the pelvic and perineal muscu- 
lature will find a good discussion and representa- 
tion of them in Kalischer,?* 1900. 

ROLE OF FAT 


Although increase in the quantity of extra- 
peritoneal fat results in an increase in abdominal 
pressure, I am inclined to think that in spite of 
the increase in volume and consequent pressure, 
fat nevertheless can act as a fairly effective stop- 
gap. This is suggested by the crowding of the 
pelvic viscera which often accompanies adiposity 
and by the fact that small lipomata frequently 
securely block the entrances of the obturator, the 


Fig. 5—Photograph of an obturator lipoma (1) with a 
small portion of the wall of the urinary bladder (2) at- 
tached. Natural size. 


abdominal inguinal and femoral rings. When, as 
not infrequently is the case in the female, the 
amount of intrapelvic fat is so considerable that 
it hedges in all the pelvic viscera, it must be of 
considerable moment in supporting them as well 
as in greatly restricting their mobility, for it 
firmly binds them together. 

It seems highly probable to me that the fat in 
the base of the ischiorectal fossa is by no means 
a negligible factor in pelvic support in both sexes. 
Were it not for this accumulation and for the 
subcutaneous fat surrounding the superficial anal 
sphincter, which is continuous with that in the 
ischiorectal fossa, it would seem that the weak 
pelvic fascia, often present in cases of poorly de- 
veloped pubo- and iliococcygei, should more fre- 
quently yield to the normal intra-abdominal pres- 
sure. All this fat is bound together very firmly 
by coarse interlacing connective tissue septa, and 
united to the subcutaneous tissues and the deep 
fascia at the inferior borders of the glutei. Al- 
though the fat in the upper portions of the ischio- 
rectal fossa is small in amount and can always 
be removed easily it nevertheless helps to hedge 
in the pelvic viscera and gives support to the 
pelvic floor from the outside. 

The fact that the amount of fat contained in 
the ischiorectal fossa in emaciation or in thin per- 
sons, is relatively small in amount does not greatly 
affect this conclusion. One might just as well 
hold that lipomata in the obturator or inguinal 
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canals cannot have a preventive effect when pres- 
ent because they usually are absent. I am not 
assuming an etiological relationship between these 
things, but am merely maintaining that when 
present they must strengthen the areas involved. 
Anyone interested in inguinal lipomata and their 
relation will find them considered in the articles 
by Broca,”* 1888; Imbert,?° 1897 ; and Blaisdell,?’ 
1913. 

I have already referred to Dixon’s view re- 
garding the important rdle played by the fasciculi 
of smooth muscle present in the subserous tissue 
about the cervix uteri. Dixon® further suggests 
that the support of the uterus is active and not 
passive and is due to the bundles of smooth 
muscle fibers described by him. Dixon ® believes 
that these fasciculi are under control of the uterus 
and that contractions in the form of peristaltic 
waves which pass from it to them play a pre- 
dominating role in uterine support. He further 
suggested that similar peristaltic waves in the 
round ligaments keep the uterus anteflexed on 
the bladder, and Tweedy,”* 1919, went so far as 
to insist on the presence of tendons on these fas- 
ciculi of smooth muscle. These tendons in spite 
of Dixon’s ® wise admonition he insisted on call- 
ing “uterine tendons” because, according to him, 
they act as true tendons. Unfortunately for 
Tweedy ** no tendons are known to exist on 
smooth muscle, and it is fairly safe to predict 
that no one will discover them. 


Although living fat must be regarded much as 
a fluid as far as the transmission of pressure is 
concerned, it must not be forgotten that fat is 
composed of lobules each of which is surrounded 
by connective tissue. It is interesting that Keith,”* 
1924, regards fat as a factor in the formation 
rather than in the prevention of herniae. How- 
ever, since fat is firmly attached to the surround- 
ing tissues it should make a better stop-gap than 
loose areolar and connective tissues containing 
little or no fat, for it must be much more diff- 
cult to displace fat than to stretch them. 

It would seem that the small lipomata so fre- 
quently found in the inguinal obturator and fem- 
oral canals must have formed in situ instead of 
being herniated there by intra-abdominal pressure 
as suggested by Keith.?* The same thing undoubt- 
edly is true of similar accumulations outside of 
foramina and hiatuses in aponeuroses. I find it 
difficult to accept the interpretation of Gladstone,® 
1908, and Keith,?* 1924, for it would seem that 
small lipomata, such as shown in figure 4, which 
develop outside the obturator foramina or in the 
inguinal canals frequently act as an effective stop- 
gap and the former often also firmly anchor the 
bladder in the regions of the obturator foramina 
as reported by Meyer,*® 1924. These lipomata 
may be attached firmly to the bladder or more 
indirectly with it through the surrounding con- 
nective tissue and fat. 


In considering the contradictory results re- 
corded in pelvic and perineal operations for pro- 
lapse, it seems to me that they can be largely 
accounted for by the variable anatomical condi- 
tions known to exist in the pelvic floor. More- 
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over to what extent restitutio ad integrum will 
occur in any particular case no doubt depends 
upon the age and habitus of the individual and 
upon the léngth of time that the various support- 
ing structures have been subjected to abnormal 
conditions as well as upon the good judgment and 
surgical skill of the operator. 

It is significant and surprising to some, no 
doubt, that the pelvic floor may and does yield 
caudally not only in multipara, but also in null- 
ipara and even in the male. This yielding mani- 
fests itself in a general though not in an equal 
descent. Although the pelvic diaphragm mainly 
is affected, there is a depression of the entire 
perineal region and especially an enlargement of 
the anococcygeal interval in these cases. This 
downward displacement affects particularly the 
midportion of the levator ani and results from 
long-sustained, increased abdominal pressure. In 
elderly nullipara the anococcygeal distance may 
be 6 to 7 centimeters, and I found it as great 
as 9 centimeters in the body of a very muscular 
negro in whom gradual but complete occlusion 
of the superior mesenteric artery by arteriosclero- 
sis had occurred at a point proximal to the origin 
of the right and middle colic arteries. 

121 Waverley Street. 
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THE AMBULATORY TREATMENT OF 
PEPTIC ULCER* 


By Fvetcuer B. Taytor, M. D. 
Oakland 


Discussion by Roy E. Thomas, M.D., Los Angeles; 
George Dock, M.D., Pasadena; J. Edward Harbinson, 
M.D., Woodland. 


PEPTIC ulcer can usually be benefited and can 

sometimes be cured by carefully following a 
medical program. Very few internists or surgeons 
consider this disease surgical as soon as diag- 
nosed unless there is definite chronic obstruction, 
uncontrollable bleeding or the possibility of malig- 
nancy. Ulcer is frequent; treatments are many. 
Is it not surprising that there should be so little 
standardization in the method of such treatment? 
Even those men who specialize in this field of 
medicine have methods which seem at variance. 
May it not be that the success of apparently 
diverse methods really rests on their fundamental 
similarity? May I, then, consider a few of the 
principles common to most of the medical cures 
and, on behalf of the patient, eliminate some of 
the non-essential ones? The remarks to be made 
are impressions rather than convictions. They are 
limited to a study of approximately 150 ulcer 
patients while assisting Dr. W. C. Alvarez, and 
eighty others seen while practicing independently. 
The x-ray is the only impersonal check upon re- 
sults, and I have not had re-examinations on more 
than half the patients seen. A picture of the ulcer, 
however, does not tell the whole story, and it is 
therefore necessary to judge results in part by 
inquiring into the patients’ symptoms. This has 
been done and the impressions which follow are 
taken from such inquiry, as well as from x-ray 
observation where possible. Most of the patients, 
both medical and surgical, have improved. Over 
half the patients seen, followed and questioned 
have been symptom free for months or years. Of 
the patients whom I have followed independently, 
six had surgical success after medical failure. 
One had a perforation, two had cholecystitis with 
a duodenal ulcer at .a point of contact between the 
duodenum and gall bladder, two were definitely 
obstructive, and one had large hemorrhages. One 
patient is a medical failure who should benefit by 
surgical care when he decides to accept it. He is 
the only patient whom I know to be in worse con- 
dition than when he started treatment. Fortu- 
nately I have seen but two or three ulcer deaths, 
each from perforation or hemorrhage in patients 
not seen before the emergency. : 


THE AMBULATORY TREATMENT OF 
PEPTIC ULCER 


It is difficult to speak of the treatment of any 
disease without a spoken or implied correlation 
with etiology. Is there any reason to suppose that 
peptic ulcer rests upon a specific etiology? The 
several theories for the origin of ulcer testify to 
the lack of such and force us to consider multiple 
causes. Bamberger’s clinic finds that ulcer is com- 
mon among kitchen personnel, and Decker finds 





* Read before the General Medicine Section, California 
Medical Association, at the Fifty-Sixth Annual Session, 
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that dogs given pap at 62 degrees centigrade de- 
velop this lesion. Heiser finds that 97 per cent 
of his patients are either rapid eaters or hot-food 
eaters. Doctor Rosenow produces ulcers in ex- 
perimental animals by the injection of strepto- 
cocci. The major predisposition in an individual 
may be even more fundamental than these and 
may reside in a hereditary local tissue suscepti- 
bility. There follow a few minor factors not so 
open to experimental proof but which seem para- 
mount in the waxing and waning of ulcer symp- 
toms. The use of tobacco is one of these. Again, 
many a comfortable ulcer patient is reminded of 
his past trouble when he takes a cocktail. The 
use of condiments which sting the mucosa in the 
mouth may cause definite harm further along the 
tract. The advice of some friend who tells the 
patient to eat coarse food is sometimes the imme- 
diate reason for seeing a physician. One patient 
had a severe return of symptoms after a Sunday 
of sawing wood. One had a massive hemorrhage 
directly after jacking up an automobile. Others 
have mentioned recurrences after lifting or bend- 
ing. Each of these carries its own lesson. Of all 
the factors which cannot be subjected to experi- 
mental proof, the one which is continually forc- 
ing our attention is what might be called the 
“psychic load.” The incidence of ulcer almost 
suggests the incidence of angina pectoris or of 
hyperthyroidism, as Crile has remarked. These 
diseases occur in the ambitious, conscientious type 
of person who works primarily with the central 
nervous system. The ward has fewer of such pa- 
tients than the office. One salesman has an exacer- 
bation every time his territory is changed. One 
patient had his first symptom after the death of 
a relative. One patient is a bootlegger and his 
symptoms are extremely hard to control. Several 
are of the rapidly advancing “Young America” 
type who can scarcely wait until they have accu- 
mulated enough money to retire. Many patients 
speak of their malady as nervous indigestion. 
Psychic wear and tear is apparently communicated 
to the digestive tract as a definite trauma. In fact 
most of these accessory factors in the produc- 
tion and perpetuation of ulcer symptoms can be 
grouped under this term, “trauma.” Standing in 
a more important position in etiology is the spe- 
cific factor of infection. It must be borne in mind 
that both trauma and infection probably find 
pathological expression in the blood supply at 
the site of the ulcer. The pre-ulcer lesion is prob- 
ably vascular. This is suggested by anatomical 
and physiological observations of Aschoff and of 
Reeves. Ischemia is conducive to tissue death. In 
what ways can the factors favoring destruction 
be made to face about and the phase of repair be 
furthered? 

No one nowadays would leave tooth-root ab- 
scesses or definitely infected tonsils in the patient 
with any assurance. The patient is practically 
always told to avoid swallowing hot food and to 
avoid rapid eating. The elimination of tobacco, 
alcohol and condiments is popular enough to re- 
quire no special emphasis. A few of the other 
measures do require emphasis. Many a patient 
feels that he will improve his condition by digging 
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in his garden, sawing wood or doing setting-up 
exercises. Such persons should be warned against 
activities which require changes of muscle tension 
and changes of mechanical position through the 
waistline. The raw-food eaters have left a con- 
siderable impress upon the public and it is always 
necessary, therefore, to stress the avoidance of 
roughage. 

Next consider for a moment that most impor- 
tant, although scientifically obscure item, “the psy- 
chic load.” On the day that he is found to have 
ulcer, your patient must take charge of his own 
affairs. He must manage business and domestic 
matters so that he will not be incited to overdraw 
physically, mentally, or financially. This least spe- 
cific item is important in curing many physical 
ills, but especially so in ulcer where the cost of 
overdrawing is pain which decreases the patient’s 
earning power. If the patient will shape his affairs 
to suit his health, he is then much more certain 
of his medical objective and of his material objec- 
tive as well, and no objective is tenable which is 
biologically destructive. If an ulcer perforates on 
the day that an important merger is completed, 
another cost item must be added. 

One of the most certain elements in the relief 
of ulcer pain is frequent feeding. It is well for 
each feeding to contain fat, especially those feed- 
ings which are taken between the regular meals. 
Professor Carlson of Chicago has just given us a 
partial explanation for the efficacy of fatty feed- 
ing. The presence of fat discourages peristalsis. 
Carlson and his workers isolate a sleeve of stom- 
ach and replant it under the breast of the experi- 
mental animal. The two stumps at the site of 
removal are rejoined in order to continue the 
nourishment of the animal. The sleeve planted 
under the breast acquires its own blood supply 
locally. It continues to live and to exhibit peris- 
talsis. In that position the observer can easily 
watch its behavior under the various chemical con- 
ditions which he may care to impose. The experi- 
mental sleeve is thus anatomically independent of 
the rest of the digestive tract, but has one physio- 
logical connection in that both depend upon one 
common circulation. When the animal is fed a 
fatty meal, peristalsis in the isolated sleeve ceases. 
Something has been absorbed from the fat and 
has been transmitted by way of the circulation 
to the experimental stomach, and having arrived 
there it depresses muscular activity. When the 
ulcer patient takes his 10 o’clock Lehnhartz, or 
Sippy mixture of cream and milk, his pain stops. 
If he or his doctor can anticipate the pain and 
move the feeding ahead he is usually prevented 
from having pain. No one can doubt that a rela- 
tive immobilization favors healing. Alkalis are 
useful in controlling pain during the first days of 
treatment. I am not familiar with the elaborate 
plan of giving alkali quantitatively on the basis of 
acid figures obtained from gastric analysis. Ex- 
cess alkali may do harm in persons with damaged 
kidneys. If, however, it be given as calcium car- 
bonate, all of that salt not attacked by acid passes 
through the bowel without change and excess 
absorption is thus prevented. 

The waves of activity in ulcer suggest the rise 
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and fall of a tuberculous process, but there is one 
very cheerful difference in the treatment program 
of these two diseases. Ulcer is more frequently 
recognized ,before hospitalization is necessary. I 
cannot agree with the hospitalization of a patient 
routinely when the diagnosis of ulcer is made. 
Under such circumstances the patient cannot avoid 
the feeling that when his hospital sentence is over 
he can make up for lost time in several ways. In 
a treatment which must extend at least over a 
period of one year, this attitude is destructive, the 
recurrence of ulcer symptoms is discouraging and 
too frequently surgery is welcomed on uncertain 
grounds. With the ulcer patient we have, in the 
making, a chronic digestive invalid, and a half- 
hearted medical effort combined with ill-advised 
surgical treatment too often confirms him to this 
invalidism. 

Contrast with this the patient who signs away 
any objectives which may be subversive to health. 
He accepts a program which will be monotonous 
principally because he will continue to follow it 
many months after he has become symptom-free. 
He lives in comfort. He often forestalls surgery. 
By-products of his wisdom accrue in the form of 

sensible recreation and side interests. Many of 
such patients have been symptom free for months 
or years. Does one know that they are cured? No. 
That cannot be proven ordinarily. One patient 
with symptoms over a period of thirty years had 
a rapid heart failure. He had treated for ulcer 
for four months and had been free from symp- 
toms for two months. At autopsy a coronary 
block was found. In the duodenum was a thick, 
posterior scar covered by a mucosa which was in- 
tact and of healthy appearance. He had followed 
a program carefully, even though symptom free. 

There is no conflict between advocates of medi- 
cal and surgical treatment of ulcer. These two 
specialties deal with fairly well-differentiated 
groups. Both the internist and the surgeon should 
insist upon a long and faithful medical program 
in the patient whose problem is not frankly sur- 
gical. Peptic ulcer is fundamentally a medical dis- 
ease. If the patient is surgical he should revert 
to medical care after the surgical work is done. 
The surgeon who follows his postoperative results 
knows this, and the medical follow-up should not 
have to be initiated by the patient because of a 
return of symptoms. It should be part of the 
original plan. The surgical ulcer patient should 
accept operation as one step in the treatment. 


SUMMARY 


The successful treatment of ulcer rests on the 
consideration of multiple factors in etiology. 
Hereditary irritability of the digestive tract may 
be one of the important considerations. Foci of 
infection and the forces which find expression as 
duodenal traumata should be eradicated. The 

“psychic load” which the patient carries is one 
factor which separates the experimental ulcer in 
animal from the clinical ulcer in man. The patient 
must shape his program to the cure of his ulcer 
for a period of from one to two years. If success- 
ful, most of this time he will be symptom free. 
Surgery is one step in the cure of one group of 
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ulcer patients. Peptic ulcer is essentially a medical 
disease in an ambulatory patient. 
1904 Franklin Street. 


DISCUSSION 


Roy E. Tuomas, M.D. (1136 West Sixth Street, Los 
Angeles) —Whenever circumstances will permit T be- 
lieve the ambulatory management of peptic ulcer 
should be preceded by a period of complete rest in bed 
in a hospital or at home, preferably the former. The 
duration of this rest period should be from two to four 
weeks, depending upon such factors as relief from pain 
and absence of occult blood in the stools. 

The advantages of rest in bed are lessened caloric 
requirement and diminished peristalsis. The latter is 
accomplished partially by the application of heat to 
the epigastrium and the administration of atropin. 

When the pathology of peptic ulcer is considered it 
would seem almost as essential, in the acute stage at 
least, to limit peristalsis in ulcer cases as to limit res- 
piratory movement in pulmonary tuberculosis. 

Also by bed rest the important etiological factor 
which Doctor Taylor calls “the psychic load” can best 
be eliminated, , 

Until more is known of the etiology of peptic ulcer 
I believe we shall obtain the best results by following 
up a preliminary period of bed rest with the regimen 
which Doctor Taylor has outlined, not for a few weeks 
or months, but as Doctor Taylor insists, for from one 
to two years. 

By this treatment a fair percentage of ulcer cases 
can be cured and the great majority relieved for an 
indefinite time. 

Recently I have been using calcium carbonate to the 
exclusion of other alkalies, as recommended by Loven- 
hart and Crandall, with apparent success. However, 


my experience has been too limited as yet to be of 
value. 
® 


Georce Docx, M.D. (Chamber of Commerce Build- 
ing, Pasadena)—Internists cannot differ much from 
Doctor Taylor. His introductory remarks prepare 
one for what follows. Methods of treatment at the 
hands of experienced therapeutists are practically 
identical. We all agree, I think, in the importance of 
tracing out all the possible etiological factors includ- 
ing the very important ones dealing with the psychic 
life, and habits such as the use of tobacco and caffein- 
containing beverages. Treatment of associated condi- 
tions, especially focal infections, is usually carried out 
as it should be. The more we are obliged to make the 
gastric regimen ambulatory, the more, I think, we 
appreciate the value of rest in bed for a few weeks, 
four being a useful minimum. Doctor Taylor’s use of 
diet including fat follows well-accepted practice. 
There are theoretical as well as clinical reasons for 
looking on fat as a depressor to HCL secretion. I 
find sugar useful for the same purpose. I by no means 
insist on repeated gastric analysis, essential as it is 
in the beginning of one’s experience with diseases of 
the stomach. X-rays also need not be used frequently 
in the majority of cases. In intractable cases x-rays 
should be repeated, rather than titrations, though the 
latter may be resorted to. Two further principles 
seem to me clear. First that the ulcer patient must 
arrange his diet for the future accordingly. Second, 
that the diet and habits for this purpose can be 
arranged without any serious difficulty or self-denial. 


% 


J. Epwarp Harsinson, M.D. (Woodland Clinic, 
Woodland)—There are so many factors to be consid- 
ered in the treatment of peptic ulcer that it is diffi- 
cult to formulate definite rules of procedure. Funda- 
mentally the physician should have a definite mental 
picture of the pathology, acquired by careful clinical 
and roentgenological investigation. Some of the im- 
portant points to consider before prescribing treat- 
ment are: (1) Possibility of malignancy. (2) Question 
of pyloric obstruction. (3) History of previous hemor- 
rhage. (4) Duration, site, size and depth of ulcer. (5) 
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General physical condition of the patient. 
cial status. (7) Personality. 


Very often patients are advised as to medical or 
surgical treatment without careful consideration of the 
factors enumerated. The type of treatment should not 
depend on the specialty of the doctor consulted. In- 
ternists are often criticized because they continue to 
treat patients who have had no permanent results 
after repeated or long-continued course of treatment. 
Early ulcers are sometimes treated surgically. The 
choice of treatment often depends upon the economic 
status and personality of the individual. 


There is considerable controversy regarding the 
treatment of gastric ulcer. The majority of surgeons 
believe that all ulcers on the gastric side should be 
treated surgically. Young people with early gastric 
ulcer may be placed on™a medical regimen if we are 
able to follow them over a long period of time. If 
this is not possible they should be treated surgically. 
MacCarty’s statistics on the development of carcinoma 
on the basis of gastric ulcer bear out this opinion. 


Patients with duodenal or gastric ulcer with signs 
of pyloric obstruction; those with ulcers which have 
caused severe bleeding and those with ulcers which 
we believe have eroded through the muscularis should 
be treated surgically. Patients with ulcers not in- 
cluded in this category should be placed on a medical 
regimen. 


Our routine medical treatment instades a month’s 
preliminary rest in bed in the hospital with frequent 
feedings and alkalis, as outlined by Doctor Taylor. 
Periodic tubing, with gastric analysis, gives an esti- 
mate of the progress of gastric acidity. We have 
found calcium carbonate a very satisfactory alkali for 
routine use. It is not absorbed by the blood stream 
and therefore does not give rise to alkalosis, a condi- 
tion sometimes produced by the administration of 
absorbable alkalis like soda bicarbonate. 

Patients under this regimen have progressed more 
satisfactorily than those treated without preliminary 
rest in bed. Ambulatory patients require greater cal- 
oric intake and are therefore less likely to be satisfied 
with their diets. Activity increases peristalsis and in- 
vites physical and mental strain. We agree with the 
emphasis placed on the effect of the “psychic load.” 
Exacerbation of symptoms and occasionally hemor- 
rhages are apparently initiated by nervous shock. The 
same holds true for physical strain, and is one of the 
principal reasons why we believe patients should have 
preliminary bed rest. 

After a month’s treatment in a hospital, an ulcer is 
less likely to be affected by physical and nervous 
strain and the patient, having a more liberal diet, is 
more likely to follow instructions. 

Foci of infection should be eliminated as soon as 
possible. A complicating chronic cholecystitis or 
chronic appendicitis may sometimes cause symptoms 
simulating an exacerbation of the ulcer syndrome. 
Cholecystography and palpation of the appendix under 
the fluoroscope with films of this area are diagnostic 
aids in ruling out these conditions. 

A periodic follow-up should be made on all peptic 
ulcer patients. We endeavor to see our patients once 
a month or at least once every two months during the 
first year of treatment, emphasizing on each visit 
the value of continuing the prescribed regimen. Co- 
operation is best obtained by frequent contact. Many 
patients with peptic ulcer are apparently cured by 
medical treatment. a 


Docror Taytor (closing)—“Out of the conflict of 
opinion comes the truth” is a saying ascribed to Con- 
fucius, and in the above discussions there are views 
which probably will stand for a considerable time. 
The question of putting the patient to bed is of great 
interest to me. Some patients have to be put to bed 
in order to impose a practical control. Such a patient 
is frequently one who, because of willfulness or be- 
cause of environmental pressure, does not cooperate 
completely. He is a very poor medical subject at the 
start and he is not much more promising as a surgical 


(6) Finan- 
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patient. Too often his bed rest represents a postpone- 
ment of the real issue: to live in a manner compatible 
with health. In one group of patients the choice of 
treatment is between bed rest and surgery. In the 
rank and file of peptic ulcer patients, I believe that 
ambulatory treatment should be used first. Its failure 
gives the physician a valuable appraisal of the indi- 
vidual problem, success saves the patient time and 
expense. 


BACTERIOLOGY OF RHEUMATIC 
ENDOCARDITIS * 


By Joun C. Ruppock, M.D. 
Los Angeles 


Discussion by William J. Kerr, M.D., San Francisco; 
Arthur Stanley Granger, M.D., Los Angeles; Eugene S. 
Kilgore, M.D., San Francisco. 


HE view that rheumatic fever is a disease 

entity, peculiar and different from other dis- 
eases, rests mainly upon clinical evidence. It is 
a disease characterized by the febrile state, by 
migratory inflammation of structures covered by 
serous membranes and by a peculiar inflammation 
of the myocardium. 


AGE INCIDENCE OF RHEUMATIC FEVER 


Cohn states that the average period from the 
beginning of the infection to the establishment 
of chronic valvular lesions is four years; from 
this point to the onset of heart failure about 
seven years; and from this point to death about 
four years, making a total of about fifteen years. 

Now since the age period 5 to 15 years em- 
braces the usual period of infection from rheu- 
matic fever, the total course of the disease will 
have been run in patients prior to the ages 20 to 
30 years. This is true only as representing aver- 
age figures, for Cabot reports a case of sixty- 
three years’ duration. 

Endocarditis in infancy is rare, but may occur 
even during the first year of life, but at that age 
is usually of a septic rather than of a rheumatic 
type. 

Although the average incidence of the onset 
of rheumatic heart disease is in the period 10 
years to 20 years, we must cover the entire field 
in crder to arrive at some conclusion in respect 
to the specific micro-organism causing the disease. 


ROLE OF INFECTIONS AS ETIOLOGIC FACTORS 


Infections seem to play an important roéle as 
predisposing factors. Among these the chief is 
tonsillitis or sore throat. Influenza, pneumonia, 
scarlet fever, and other acute infectious diseases, 
apparently play a part in depressing the resist- 
ance of certain adults and children to rheumatic 
fever. 


In recent years it has been assumed, rather 
than proved, that focal infection such as pyor- 
rhea, apical abscesses about the teeth, chronic ton- 
sillitis or hypertrophy of tonsils, is a direct factor 
in the etiology of all forms of rheumatism. 

The green streptococcus, a normal inhabitant 
of the mouth, has also served to confuse the pic- 

* Read before the California Medical Association at its 
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ture, so that it is difficult to determine the exact 
causative importance of mouth infections. 


SPECIFIC MICRO-ORGANISMS AS POSSIBLE 
CAUSATIVE FACTORS 


In considering the etiologic agent in any disease 
it is necessary to decide whether the pathologic 
picture is a specific disease; and if accepted as 
such, then Koch’s postulates should be fulfilled 
for any micro-organism that is construed to be 
the etiologic agent. Failing the demonstration of 
all of the postulates, it is necessary that a sus- 
pected micro-organism or virus be recovered from 
the majority of patients. 


The claims of Achalme for a gram negative 
anerobic bacillus and of Singer for staphylococ- 
cus are merely of historic interest. 

Between the years 1898 and 1927 there have 
appeared numerous reports of the recovery of 
streptococci from patients with rheumatic fever. 
As nearly as can be determined these strepto- 
cocci corresponded with the type now called viri- 
dans. Menzer, Cole and others showed that 
similar lesions resulted from the inoculation of 
animals with streptococci recovered from sources 
other than rheumatic fever. 


Bull refutes Rosenow’s theory of the elective 
affinity for different strains of streptococci by 
inoculating a series of rabbits from cultures ob- 
tained from the tonsils of patients suffering from 
chorea, poliomyelitis, chronic hypertrophy of ton- 
sils and many other diseases, and producing iden- 
tical lesions in a second or control series, regard- 
less of the source of the streptococci. 

Cecil, Thalheimer and Rothchild and others 
have shown that the peculiar pathologic picture 
of rheumatic myocarditis is not produced in ani- 
mals by the injection of living cultures of green 
streptococci. There is a destructive lesion of the 
joints that corresponds more closely to the lesions 
seen in chronic deforming arthritis than they do 
to the arthritis of acute rheumatic fever. 


I need not discuss at this time the relationship 
between chorea and rheumatic fever, but that 
this relationship is more than casual cannot be 
denied by anyone, and the probability that they 
are merely different manifestations of the same 
disease is more than likely. White makes the as- 
sumption that rheumatic fever and subacute bac- 
terial endocarditis are milder and severer forms 
respectively of one and the same disease. We 
have been accustomed to think of these two dis- 
eases as. different clinical entities: in rheumatic 
fever the etiologic factor being unknown; in sub- 
acute bacterial endocarditis the streptococcus viri- 
dans being the common offender. 


Clawson of the pathological department of the 
University of Minnesota has been able to grow 
streptococcus viridans from blood of 50 per cent 
of patients having rheumatic fever, and from 90 
per cent of patients having subacute bacterial 
endocarditis. The isolation of the same organism 
with Koch’s postulates observed is additional 
proof of the single etiologic origin of these two 
clinical types. The difference between the two 
clinical types is purely one of local reactivity of 
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tissues. In one the proliferative predominates ; in 
the other the exudative, i. e., in rheumatic fever, 
verrucous thickening on the valves; in subacute, 
the softer vegetations on the valves. In subacute 
bacterial endocarditis the prognosis is hopeless. In 
rheumatic fever the prognosis is exceedingly good. 
We have the same organism present, and the same 
clinical picture, but not until evidence of embolic 
processes is obtained, can we tell that we are deal- 
ing with the grave form of endocarditis. 

Holman’s classification of streptococci isolated 
from the blood stream of patients with subacute 
bacterial endocarditis includes : 

Streptococcus fecalis; streptococcus mitis; strepto- 
coccus salivarius; streptococcus non-hemolyticus, 
Type I; streptococcus non-hemolyticus, Type II; 
streptococcus non-hemolyticus, Type III 

Kreidler concludes that there is ground for the 
belief that endocarditis with its associated lesions 
is produced by streptococci, usually members of 
the viridans group. He isolated fourteen different 
strains of streptococci, thirteen of which produced 
green colonies on blood agar. In one exception a 
typical Beta hemolyser was isolated. 

Hyman emphasizes the part influenza may play 
as an etiologic factor in the production of that 
form of endocarditis which produces the verru- 
cous vegetations upon the thickened and inflamed 
valves, and which resemble the changes produced 
by streptococcus viridans as seen in rheumatic 
fever. 


Libman and others have reported that the 
micro-organism isolated from the blood stream 
in from 90 to 95 per cent of patients is a non- 
hemolytic streptococcus often referred to as 
streptococcus viridans, while Bacillus influenza 
and occasionally other organisms are found in 
the remaining 3 or 10 per cent. 

Cohn states that there is no general agreement 
as to which particular micro-organism is the cause 
of rheumatic fever, nor indeed whether a micro- 
organism is the cause at all; and that tonsillec- 
tomy does not materially influence the course of 
rheumatic fever, but merely lessens the morbidity 
of tonsillitis. 

Small reports a micro-organism to which he 
has given the name Streptococcus cardio-arthri- 
tidis, obtained from the blood stream, throat and 
feces of children with rheumatic fever. He has 
been able to inject rabbits with this organism and 
produce the clinical picture of acute rheumatic 
fever. A therapeutic antitoxic serum has been 
prepared from this micro-organism, which, when 
administered to patients with rheumatic fever, 
has been followed by a very striking improve- 
ment of all symptoms. If this is true, one cannot 
at this time begin to appreciate the benefit which 
is likely to arise from an early application of spe- 
cific treatment in the first attack of rheumatic 
fever in children. 


The causative micro-organism in all instances 
has the common characteristic of low virulence, 
with no tendency even in its embolic manifesta- 
tions, to pyogenic effects. Frequent observers 
have noted that the blood stream is often bacteria- 
free for long periods, which fact has often occa- 
sioned confusion in diagnosis. “ 
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CLASSIFICATIONS OF ENDOCARDITIS 
Libman classifies endocarditis into four classes: 


. Bacterial-——> 90 per cent streptococcus non-hemolyticus 
. Rheumatic 
. Syphilitic 
. Others 


\ 10 per cent various organisms 


Thayer classifies endocarditis according to per- 
centage of causative organisms : 
All Ages 


Staphylococcus albus 
Staphylococcus aureus 


Gonococcus 
Pneumococcus .... 
Streptococcus 

PIII, foccisecesineconneconsacved ‘ 


Hill classifies endocarditis according to severity : 
Acute <——-——-—> Subacute <———_———> Chronic 


Influenza 
Pneumococcus 
Staphylococcus 
Diphtheria 


Streptococcus 


Vegetative endocarditis 
viridans 


Valvular heart lesions 
Allied conditions 
Carditis 
Pericarditis 


CONCLUSIONS 


1. The etiologic factor in rheumatic fever is 
not clear. There is a division of opinion in regard 
to the organism causing the disease. 


2. It has been assumed rather than proved that 
focal infection is a direct factor in the etiology 
of rheumatic fever. 


3. The removal of tonsils reduces the morbidity 
of tonsillitis rather than the incidence of rheu- 
matic fever. 

4. Streptococcus cardio-arthritidis as reported 
by Small from cases of rheumatic fever fulfills 
most of Koch’s postulates, but not all of them. 

5. Many cases of endocarditis in early child- 
hood are of unknown cause, and doubtless ac- 
count for much of the chronic valvular disease 
of obscure etiology found in older children at 
school age and after, and in young adults. It is 
possible that the largest number of these doubtful 
cases result from unrecognized rheumatic infec- 
tion, often mild, affecting the heart alone. 


6. It is important that more work be done on 
this disease in order to determine definitely the 
infecting organism. 

1002 Pacific Mutual Building. 


DISCUSSION 


Wituiam J. Kerr, M.D. (University of California 
Hospital, San Francisco)—The author has ably stated 
the present situation in respect to the bacteriology of 
endocarditis. Some more recent work by Doctor 
Birkhaug of the University of Rochester Medical 
School suggests that a non-hemolytic streptococcus 
with certain characteristics may be responsible for 
rheumatic fever. 

Everyone who has followed the development of 
studies on rheumatic fever cannot but be impressed 
by the great variation in this disease. There does not 
seem to be any doubt that patients may have this 
infection without rheumatism, or without involve- 
ment of other tissue in the body than the joints. 
There may be chorea, of course, without involvement 
of joints or the heart, and there may be involvement 
of the heart without any of the other manifestations. 
I have come to look upon the disease as one of pro- 
tean manifestation, as outlined by the author, with a 
great predilection for involvement of the serous mem- 
branes: ¢verywhere and with particular involvement 
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of the heart muscle characterized by the formation of 
Aschoff bodies. The heart valves are involved by a 
process in the valves which is located around the 
capillaries of the valve and associated with exuda- 
tion and proliferation. The essential pathological 
lesion is an Aschoff body with a great variation in 
the amount of exudation in the different tissues. Per- 
sonally, I feel that the chief clinical manifestations of 
the disease in the early stages are those due to a 
soluble toxin and that there is very little evidence 
that any of the lesions are produced by a localization 
of bacteria. Even the changes in the heart valves may 
be produced by toxic substances brought to them by 
the blood stream which causes a tremendous exuda- 
tion with secondary necrosis of the surface of the 
valves where the leaflets come in contact with each 
other. Then follows proliferation and organization, 
as suggested by the work of Homer Swift. 

It seems to me that the problem must be attacked 
along lines similar to those followed in the studies 
on scarlet fever and erysipelas. The greatest advance 
that could be achieved in medicine today would be 
the absolute determination of the specific organism, 
or organisms, producing rheumatic fever so that the 
disease may be prevented or immunization may ‘be 
quickly brought about at the beginning of the disease 
by antiserum. 


_ When we come to the study of rheumatic fever and 
its possible relationship to subacute bacterial endo- 
carditis we find ourselves on somewhat difficult 
ground. The essential difference between these two 
diseases, as I see it, is that rheumatic fever shows a 
great preponderance of toxic manifestations. The 
lack of embolism I believe is due to the fact that the 
lesions are within the valves. In subacute bacterial 
endocarditis the process has become extended to the 
surfaces of the valves with thrombus formation and 
growth of ‘bacteria on the outside of the valve. The 
clinical picture then is usually one of sepsis with a 
great tendency to embolism. In the future we may 
become convinced that they are really one and the 
same disease with differences attributable to the stage 
in which observations are made. However, in sub- 
acute bacterial endocarditis the organism described 
is usually the streptococcus viridans or the hemolytic 
streptococcus alpha of Brown. The tendency of the 
subacute cases to show evidence of healing in the 
lesions has been well described by. Libman, who also 
mentions cases that seem to fall in somewhere be- 
tween the rheumatic group and the subacute group. 
In the more.acute cases of endocarditis, such as those 
caused by the gonococcus, meningococcus, Pfeiffer’s 
bacillus, typhoid bacillus, and staphylococcus, there 
is an entirely different clinical picture, usually leading 
to an early death with embolism or sepsis. 


My experience coincides with that of the author 
concerning the age incidence and the duration of time 
before the patient becomes incapacitated. The dura- 
tion from the time of the original infection of the 
heart to disability of course depends a good deal on 
the number of valves involved and the extent of myo- 
cardial and pericardial involvement. I have seen a 
good many patients who have their primary infection 
apparently late in life, and I find that these also run 
more or less true to form; that is, they develop their 
disability in from eight to fifteen years after the origi- 
nal attack. We should not rule out rheumatic infec- 
tion entirely in a person past middle life. Personally 
I have seen one patient who had rheumatic fever with 
heart involvement in early childhood and who died 
fifty years later of slowly advancing heart failure 
resulting from the early disease of the aortic valve. 

e 

ARTHUR STANLEY GRANGER, M.D. (2007 Wilshire 
Boulevard, Los Angeles)—Joint involvement and 
valvular involvement in acute rheumatic fever I have 
always looked upon as secondary manifestations of 
an infection. Likewise there are many other secon- 
dary manifestations of this same infection. Because 
it never has been definitely shown that there is appre- 
ciably less rheumatism and less endocarditis follow- 
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ing tonsillectomy, our lines of endeavor should be 
directed toward discovering, if possible, some specific 
organism which may be responsible for these condi- 
tions and its various portals of entry. We see so 
many cases’ of myocardial involvement in the third 
and fourth decades which show for the first time 
signs of heart failure but which we know have begun 
early in life following so-called acute inflammatory 
rheumatism, that it would be extremely worth while, 
were we able to institute treatment at the beginning 
of the infection, and to pursue some means directed 
toward the prevention of the endocarditis. Such a 
large percentage of all heart disease begins on a rheu- 
matic basis that I feel insufficient thought and investi- 
gative work has been given to this very important 
phase of the subject. 


Eucene S. Kircore, M.D. (490 Post Street, San 
Francisco)—Doctor Ruddock’s paper is an excellent 
summary of the present paucity of knowledge regard- 
ing rheumatic fever, a paucity which is astonishing 
and rather humiliating in view of the amount of effort 
which has been spent upon elucidation of the prob- 
lem, The suggestion of a common etiology with sub- 
acute bacterial endocarditis is interesting in relation 
to certain geographical considerations. Typical rheu- 
matic fever and chorea are considerably less common 
in California and the southern states than in New 
England and New York. And yet, though no ade- 
quate survey has been made, many of us feel that the 
late stages of rheumatic heart disease are observed 
about as commonly here as elsewhere. Sometimes 
we find them in the incipient stage following a simple 
sore throat but with no joint or nervous system in- 
volvement. If this impression is correct it suggests 
that climate modifies the manifestations of the dis- 
ease rather than its frequency of occurrence, And this 
in turn makes easier the conception of two such dif- 
ferent clinical and pathological pictures as rheumatic 
fever and subacute bacterial endocarditis being essen- 
tially the same disease. 


INSULIN AND INTRAVENOUS GLUCOSE 
INJ ECTIONS—-FOR VOMITING OF 
PREGNANCY 


CASE REPORTS 


By Cuarvtes Harotp Lewis, M. D. 
Santa Monica 


Discussion by J. Morris Slemons, M.D., Los Angeles; 
Cavins D. Hart, M.D., San Francisco; Emil Krahulik, 
M.D., Los Angeles. 


N March, 1924, Thalhimer’ reported three cases 

suffering from severe vomiting of pregnancy 
and having marked ketosis which were promtly 
relieved by the intravenous injection of glucose. 
He used approximately one unit of insulin to two 
or three grams of glucose and varied the amount 
of glucose according to the individual case. His 
previous experience led him to believe that the 
intravenous injection of glucose alone, produced 
only slight improvement in patients with post- 
operative, non-diabetic acidosis (a condition which 
he considered comparable to the vomiting of preg- 
nancy), and he explained this as due to the 
impairment of the mechanism of carbohydrate 
metabolism. Insulin causes rapid utilization of 
glucose in the body. Hence, the improvement 
when insulin is used with the glucose injection, 
and the lack of improvement or only slight bene- 
fit which is noted if glucose is used alone. In this 
article Thalhimer advised the use of this method 
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only for patients who were not relieved by other 
methods. 


OTHER CASE REPORTS IN LITERATURE 


In August, 1924, Thalhimer? reported five addi- 
tional cases with similar results, but stated “only 
those cases should be treated with this method 
which have a severe acidosis.” He suggested that 
pregnancy itself may interfere with carbohydrate 
metabolism mechanism, as well as the starvation 
which is produced from vomiting. Later Thal- 
himer reported two other cases with similar and 
more striking results. 

Titus, Hoffman, and Givens * and Duncan and 
Harding,* working independently, recorded excel- 
lent results from the administration of glucose 
alone. Thalhimer contends that if insulin is used 
with the glucose, improvement is much more rapid. 
Doctor Sansum of Santa Barbara at the last meet- 
ing of the California Medical Association reported 
a case with marked improvement in which he gave 
insulin alone without glucose. 


Referring again to the work of Titus,’ he re- 
ported 328 cases which were treated by means of 
high carbohydrate feeding or intravenous glucose 
injections. He used one unit of insulin intraven- 
ously to five of glucose which was considered to 
be practically the same as Thalhimer’s method. 
as the latter gave insulin subcutaneously. Titus 
explained the action of these substances as fol- 
lows: “To offer a homely simile the injection of 
glucose alone is like pine fuel to a furnace which 
is burned low at the same time storing some in 
the fuel bin, whereas to add insulin to the glucose 
is like pouring kerosene on the coal to make it 
burn faster. 


“If these views are correct the use of insulin 
with intravenous injections of glucose is contra- 
indicated in toxic vomiting of pregnancy and all 
other acidoses, because storage of sugar in the 
liver and not combustion in muscles is the effect 
desired.” 


The important conclusions which Titus formed 
in this article were: 

First: Less than 50 to 75 grams of glucose at 
a dose do not give desired results. 

Second: Hypertonic solutions (25 per cent) 
give best results. 

Third: Single injections are better than a con- 
tinuous flow, but may have to be repeated three 
or four times daily. 


Fourth: Pregnancy toxemia and starvation aci- 
dosis are not identical. 


E. L. King*® in May 8, 1926, reported seven 
cases of the severe type and in four of them the 
results were very striking. From these seven cases 
King drew the following conclusions: 

First: If there was any response to the treat- 
ment it was immediate. 


Second: One patient was improved by use of 
the duodenal tube after glucose and insulin had 
failed. 

Third: Repeated punctures of the veins soon 
resulted in thromboses. 


Fourth: The method is an improvement over 
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former methods, and the use of insulin with 
glucose gives more prompt results. 

By way of contrast to these enthusiastic and 
favorable reports it is of interest to note that 
MacLeod and Campbell’ dismissed the subject 
by saying, “Use of insulin in pernicious vomiting 
of pregnancy is in our experience unnecessary.” 

CASE REPORTS 

The cases here reported represent consecutive 
cases of hyperemesis gravidarum met with in pri- 
vate practice without respect to their severity. 
My purpose was to ascertain whether or not the 
use of this treatment was applicable to all preg- 
nancy patients having nausea and vomiting, either 
mild or severe, and if not to all, then to what 
types : 

Casg 1—Mrs. E. L., age 19, Para I, was admitted 
to the hospital four weeks before expected confine- 
ment. There was a history of little nausea and vomit- 
ing during the first part of her pregnancy, but during 
the four weeks previous to her admission she had 
vomited incessantly. After two days’ stay in the hos- 
pital, during which time she was given soda and glu- 
cose solutions per rectum without improvement, she 
was given 300 cc. of 10 per cent glucose solution 
intravenously and fifteen units of U 20 insulin sub- 
cutaneously. About two hours and a half after these 
injections the patient was able to take water without 
vomiting, and two hours later ate dinner without diffi- 
culty. She continued to take food regularly for the 
next three days and was then discharged from the 
hospital, and continued to term without further com- 
plication. This case had resisted other methods of 
treatment such as frequent and forced feedings, use 
of corpus luteum, ovarian extract, rectal instillation of 
bromids, chloral hydrate, and the use of Murphy drip. 

Case 2—Mrs. E. G., age 20, Para I, in her seventh 
week of pregnancy reported nausea and vomiting 
throughout the day. Immediately after one injection 
of 20 cc. of 50 per cent glucose solution containing 
eight units of U 40 insulin she was much improved, 
and two weeks later reported only an occasional 
nausea. She had no reaction and was apparently much 
benefited, 

Case 3—Mrs. E. P., age 26, Para I, had complained 
of considerable nausea and vomiting, with headache, 
both night and day, and independent of taking food. 
Rectal instillation of bromid, daily injections of cor- 
pus luteum, and ovarian extract were tried without 
effect. After one injection of 20 cc. of 50 per cent 
glucose with eight units of insulin U 10, the patient 
was improved, and after a second injection was re- 
lieved of these symptoms for three weeks. She was 
then nauseated for a day, but improved without treat- 
ment. In this patient the improvement may not have 
been due to the treatment, since it was administered 
at the time when spontaneous improvement could have 
taken place. 

Case 4—Mrs. S. G., age 22, Para II, previous preg- 
nancy and delivery normal. Patient received one in- 
jection of glucose and insulin with slight improve- 
ment, but refused further injections because she did 
not feel that her symptoms were severe enough to 
warrant her being put to the inconvenience involved 
in the use of a hypodermic, as she was rather sensi- 
tive to an injection and objected to venipuncture. 

Case 5—Mrs. H. L., age 31, Para II, had preclampsic 
toxemia during her first pregnancy, five years before. 
Also had considerable difficulty during first trimester 
of previous pregnancy with nausea and vomiting. At 
eighth week of pregnancy complained of marked nau- 
sea without vomiting. One injection consisting of 
20 cc. of 50 per cent glucose and three units of in- 
sulin, U 40 was given. Patient improved immediately 
and did not complain for eight days. She then re- 
turned and the injection was repeated, with improve- 
ment which lasted for five days. After the third treat- 
ment the patient reported that she felt well and had no 
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nausea. In this patient the symptoms were very mild 
and comparable to the so-called physiological morning 
sickness of which 50 per cent of pregnant women 
complain. 


Case 6—Mrs. G. T., age 35, Para IV. In her three 
previous pregnancies this patient had suffered from 
a severe type of hyperemesis gravidarum. She had 
been warned by her physician to avoid future preg- 
nancies. Communications from the physician who had 
attended her during the three previous pregnancies 
stated that if her present pregnancy “proved as stormy 
as previous ones, termination would be indicated.” 
However, the patient was willing to try any method 
of treatment in order to carry out the pregnancy, and 
the use of glucose and insulin was instituted. After 
three injections of 20 cc. of 50 per cent solution con- 
taining three units each of insulin U 40, the patient 
seemed much improved. Three days later she went 
for a long automobile trip, and nausea and vomiting 
returned. As a matter of experiment two injections 
of glucose were given on successive days without in- 
sulin. The patient vomited immediately after the 
second injection and also on the following day, at 
which time a sixth injection of glucose with three 
units of insulin was given. This was followed by the 
seventh and eighth injection. Vomiting grew progress- 
ively worse and patient was sent to a hospital. After 
one intravenous injection of 1000 cc. of 10 per cent 
glucose, and a subcutaneous injection of 1 cc. of U 40 
insulin both at the beginning and close of the intra- 
venous injection, the patient was much improved and 
after twenty-four hours in the hospital was allowed 
to go home, where she remained without return of 
symptoms for ten days. At this time the symptoms 
recurred in severe form. By now the veins had be- 
come thrombotic, and difficulty was experienced in 
making the injection. Patient objected to the treat- 
ment, -but was kept in bed and the use of bromide 
continued. She remained fairly well until three weeks 
later, when the tenth week of pregnancy was reached. 
At that time the vomiting again became severe. Upon 
being readmitted to the hospital the patient asked 
that some other treatment than intravenous therapy 
be given. Accordingly she was given alternately 1 cc. 
of ovarian extract and corpus luteum extract every 
three hours during the first forty-eight hours. The 
dosage was then reduced gradually until at the end of 
the seventh day she received 1 cc. daily. At this time 
she was able to retain all her food and was again dis- 
charged from the hospital, This patient seemed to be 
one in whom glucose had very little, if any, effect, and 
if it produced improvement it was only transitory. It 
is problematical as to whether the ovarian extract and 
corpus luteum produced real benefit, inasmuch as they 
were used so near the twelfth week of pregnancy. 


Case 7—Mrs. M. C., age 20, Para I, complained of 
both nausea and vomiting, which was considerably 
relieved by one injection of glucose and insulin. One 
month later, however, she aborted spontaneously and 
completely, the products of conception having the 
appearance of an hydatidiform mole. Patient is still 
under observation and is apparently well. 


Case 8—Mrs. H. A., age 25, Para II. This patient 
had suffered much from nausea and vomiting during 
her previous pregnancy and at term was delivered of 
a normal but stillborn child, which the mother thought 
had been injured by forceps during delivery. She com- 
plained of marked nausea and vomiting, which was 
completely relieved by one injection of glucose and 
insulin, and she had no further difficulty with either 
nausea or vomiting during her pregnancy. 


Case 9—Mrs. V. C., age 29, Para I, reported nausea 
with occasional vomiting. This patient was relieved 
by one injection of glucose and insulin and had no 
further difficulty. 


Case 10—Mrs. R. G., age 21, Para II, suffered from 
nausea and vomiting during her first pregnancy, and 
had never felt well since her confinement two years 
ago. Felt tired and had occasional nausea and vomit- 
ing. After one injection of glucose and insulin patient 
had no nausea for ten days. The treatment was re- 
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peated and subsequently there was no return of 
symptoms. 


Case 11—Mrs. H. J., age 30, Para III, had nausea 
and vomitifg during the first trimester of two pre- 
vious pregnancies. Second pregnancy resulted in spon- 
taneous abortion at three months which was thought 
by the patient to have been due to retroversion. 
Severe nausea continued after four injections of glu- 
cose and insulin, but became less for six days after 
the fifth injection. After the sixth and seventh injec- 
tions the patient experienced a queer feeling with 
some nervousness after her return to her home and 
accordingly treatment was discontinued, the insulin 
being looked upon as having been responsible for the 
reaction. As the nausea and vomiting were not of the 
severe type patient was treated subsequently by regu- 
lation of habits and diet, and symptoms disappeared 
after the fifteenth week of pregnancy. This patient 
was the only one of the series in whom there was any 
reaction. 


Case 12—Mrs. G. Q., age 29, Para II. First preg- 
nancy resulted in stillbirth. During the first trimester 
of first pregnancy this patient had marked nausea and 
vomiting, and occasionally throughout the remainder 
of her pregnancy. After three injections of glucose 
and insulin the patient reported marked improvement 
and had no return of symptoms for three weeks. At 
this time the nausea returned and a fourth injection 
was given. Afterward the patient experienced nausea 
only once and had no further vomiting. 


COMMENT 


This series of cases differs from those reported 
by other writers in that only two of the patients 
were of the severe type of hyperemesis gravi- 
darum. The others were mild cases, but were 
sufficiently severe not to have been improved by 
ordinary methods of treatment, such as regulation 
of diet, habits, hygiene, elimination, and the ad- 
ministration of ovarian extract by mouth or of 
ovarian extract and corpus luteum hypodermically. 

My thought in using this method in consecu- 
tive cases, without respect to laboratory findings, 
was to learn whether or not this treatment might 
have an application to all cases of nausea and vom- 
iting during pregnancy, whether mild or severe. 

During the time that these patients were treated 
I also had one patient who had such a marked 
retroversion that I felt that it would be folly to 
endeavor to use any other treatment than reposi- 
tion of the uterus and temporary use of a pessary. 
The patient reported very prompt relief from 
symptoms. In that patient the method of treat- 
ment under discussion would not have been of any 
value. 


CONCLUSIONS 


From my experience I submit the following 
conclusions : 


1. The use of glucose and insulin offers marked 
benefit in certain patients suffering from nausea 
and vomiting of pregnancy. 

2. In properly selected patients 20 cc. of 50 
per cent glucose solttion containing five units of 
insulin may be given intravenously, as an office 
procedure. 

3. Some cases are improved and relieved of 
symptoms when they have resisted all other recog- 
nized forms of treatment. 

4. This type of treatment is only indicated for 
patients in which there is a derangement of carbo- 
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hydrate metabolism, either from the pregnancy 
itself or from the result of continuous vomiting: 
Other forms of hyperemesis in which a different 


etiology obtains should be treated by appropriate 
methods. 
210 Medical Building. 


REFERENCES 


1. Thalhimer, William: J. A. M. A., March, 1924. 
mk Thalhimer, William: Surg. Gynec. Obst., August, 


3. Titus, Paul: Hoffman, George L; and Givens, 
M. H.: J. A. M. A., 1920, Ixxiv, 777-83. 


ae Duncan and Harding: Canad: M. A. J., 1918, vii, 


5. Titus, Paul: J. A. M. A., August, 1925, Ixxxv, 488. 
on King, E. L.: J. A. M. A., May 8, 1926, Ixxxvi, 


7. MacLeod and Campbell: Medicine Monographs, 
Vol. vi, p. 160. 


8. Titus, Paul: Am. J. Obst. & Gynec., February, 
1922, iii, 209; May, 1922, iii, 559. 
9. Titus, Paul; and Givens, M. H.: J. A. M. A., 1922, 
iii, 559. 
DISCUSSION 


J. Morris Stemons, M. D. (819 Pacific Mutual Build- 
ing, Los Angeles)—Of late a great deal has been said 
about the cause of and the cure for the nausea and 
vomiting incident to the early months of pregnancy. 
A degree of enthusiasm, sometimes not too modest, 
entertained by advocates of one form of treatment or 
another, has not been shared by other practitioners 
who put to test the measures so confidently recom- 
mended. Cases of pernicious vomiting continue to vex 
us; and occasionally they resist treatment of every 
description, requiring ultimately a radical and regret- 
table step—the termination of the pregnancy. The 
studies of Doctor Lewis, therefore, are not untimely. 
His unbiased, critical and sometimes skeptical atti- 
tude toward his results is noteworthy and commend- 
able. His report provides a welcome example of re- 
search conducted effectively in connection with private 
practice. 


_ The usefulness of glucose in certain cases of vomit- 
ing of pregnancy has been definitely established; but 
opinions differ regarding the benefit derived from the 
addition of insulin. At present the weight of authority 
favors its omission. This conclusion was reached by 
Titus, a pioneer in the introduction of the method, 
whose broad experience has furnished the material for 
several papers describing very satisfactory results. 
The omission of insulin is favored also by MacLeod 
and Campbell. Their recommendation becomes the 
more impressive because any prejudice they might 
have would favor its use. Finally Dieckmann and 
Crossen of Washington University, St. Louis, where 
glucose with insulin was first used in cases of vomit- 
ing of pregnancy, advocate the omission of insulin 
except in cases where a large quantity of glucose is 
administered. The employment of glucose with in- 
sulin, they declare, is generally unnecessary; and, 
furthermore, an element of danger may be associated 
with it. 

The glucose, of course, is intended to provide a 
supply of glycogen for an organism stripped of this 
reserve material. The administration of small doses 
will not go far in this direction. When its use is indi- 
cated, glucose is required in large dosage by patients 
who are ill and in need of hospital care. If disturbed 
by the vomiting of pregnancy only to a slight degree 
and therefore able to visit a doctor’s office, a patient 
probably would find relief with equal promptness. by 
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the adoption of a suitable dietary regimen and the 

employment of therapeutic measures somewhat sim- 

pler than the intravenous administration of glucose. 
® 

Cavins Deter Hart, M.D. (380 Post Street, San 
Francisco)—Doctor Lewis is to be commended for his 
research in a subject that today is being so extensively 
investigated in the attempt to relieve the pregnant 
patient of one of her most distressing complications. 

My experience in the use of glucose with insulin in 
the vomiting of pregnancy has been limited, as I have 
felt that we were dealing with a deficiency in the 
carbohydrates rather than with an inability of the non- 
diabetic patient to utilize the sugars. Titus has been 
one of the early advocates of this theory and finds no 
use for the insulin in the early or late toxemias of 
aregennny except where large amounts of glucose are 
used. 

There are two objections to the intravenous use of 
glucose in the mild vomiting cases. The first objec- 
tion is that most of these cases will respond to rest 
and proper dietary routine. The education of the 
young women of today is helping a great deal, as they 
no longer consider nausea and vomiting necessary. 
They consult their medical advisers early, and we no 
longer see so many neglected severe cases. The second 
objection is the destruction of the veins by thrombosis 
which so often occurs after glucose therapy. 

In the severe cases of vomiting in pregnancy intra- 
venous glucose therapy is indicated. Titus does not 
use insulin in these cases. Dieckmann and Crossen use 
it only in cases where large quantities of glucose are 
given intravenously. The last two investigators feel 
that large quantities of fluids are most essential, They 
recommend 1500 to 3000 cc. of Ringer’s solution intra- 
venously and 1000 to 2000 cc. of 10 per cent glucose 
intravenously in a period of twenty-four hours. The 
fluids are used to establish diuresis and the glucose is 
given for food. 

My most satisfactory results in the severe cases 
have been obtained by giving a liter of 10 per cent 
glucose twice daily until diuresis is well established 
and the vomiting has ceased. 

& 

Emit Kranutik, M.D. (1680 Vine Street, Los An- 
geles)—Nausea and vomiting during the first half of 
pregnancy divides, according to severity, into three 
classes: (1) mild, which responds rather promptly to 
suggestion and a hygienic and dietary regimen; (2) 
moderately severe; and (3) severe. 

Patients coming under the third classification are 
sufficiently ill to warrant hospitalization and their 
management is not difficult to outline, whatever its 
success. Class two is a group of very uncomfortable 
people to whom we do not bring very much relief. 
They are able, with effort, to retain food, but they 
vomit every day and are nauseated almost all of the 
time. They are not considered ill enough to be con- 
fined to bed, or even to require nursing service and 
yet they are almost totally incapacitated. The satis- 
factory treatment of the severe cases requires special 
nursing and entails considerable expense. Therefore 
it is not practical treatment for the second group. 

Doctor Lewis made his suggestion to me some time 
ago. I have given a daily intravenous injection of 
20 cc. of a 50 per cent glucose solution, without in- 
sulin, to three patients of the moderately severe type. 
Instead of being given in the office the injection was 
given at home, with the patient in bed during the 
course of the treatment and for one day previously on 
the usual hygienic and dietary routine. Each received 
six injections. Encouraging results were not noted. 
In the last patient the course was repeated using 40 cc. 
of the glucose solution, and a subcutaneous injection 
of ten units of insulin. The patient is now three and 
one-half months pregnant and continues to be nau- 
seated, but vomits less frequently. The procedure is 
easy and deserves further trials. 

In severe hospital cases I have been giving 1000 cc. 
of a 5 per cent glucose solution, without insulin, by 
hypodermoclysis with some success. The only advan- 
tage of the intravenous method is that more concen- 
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trated solutions may be given. Administration” by 
either method must be slow. 
Co) 

Docror Lewis (closing)—The discussions of Doctors 
Slemons, Hart, and Krahulik are exceedingly helpful, 
and they have touched upon some of the most impor- 
tant considerations of this subject. Since writing the 
above article I have used this form of treatment in 
eight other patients and uniformly with good results, 
except in two patients where the injections were given 
early and in which there was found no evidence of 
acidosis. At present I am making the urine tests for 
acetone and diacetic acids on all such patients and do 
not institute the insulin and glucose treatment unless 
these substances are present in the urine. I am more 
than ever convinced that improvement cannot be ex- 
pected (as I stated in the last paragraph of my paper) 
unless there is derangement of carbohydrate metabo- 
lism and some evidence of at least beginning acidosis. 


RENAL SURGERY: ITS PITFALLS AND 
COMPLICATIONS * 


By Cuarves P. Matué, M. D. 
San Francisco 


Discussion by James R. Dillon, M.D., San Francisco; 
Frank Hinman, M. D., San Francisco; Guy Manson, M. D., 
Fresno. 


YEARS ago operations upon the kidney were 
accompanied by an unusually large mortality 
and often followed by unpleasant complications. 
An intelligent study and interpretation of renal 
function has lowered the mortality. Painstaking 
postoperative care has reduced the number of 
complications. An analysis of these complications 
with the purpose of preventing them or of lower- 
ing their frequency is of great importance. In 
reviewing 370 operative renal cases at St. Mary’s 
Hospital, dating back to the fire of 1906, I am 
enumerating the complications and pitfalls en- 
countered with the purpose of improving the tech- 
nique in order that such complications may be 
prevented in the future. The 370 cases reported 
herein have been consecutive, occurring among 
several thousand cases seen with kidney lesions. 
Many which apparently seemed to be operative 
cases were prevented reaching the operative stage 
by proper preparation and care. Two hundred and 
ninety-three of the cases enumerated were oper- 
ated upon by the author and seventy-seven by 
other surgeons. 
COMPLICATIONS OF RENAL SURGERY 


The more common complications encountered 
in the above series of cases were: shock, 10; 
hemorrhage, 8; postoperative hemorrhage, 2; car- 
diac complication, 4; phlebitis, 9; embolus forma- 
tion, none; fistula discharging urine and pus, 6; 
anuria, 2; peritonitis, none ; pneumonia, 1 ; pulmo- 
nary edema, none; septicemia, 1; cervical neu- 
ritis, 1; and abscess of the kidney overlooked at 
time of operation, 4. 

Shock—Surgical shock or exhaustion occurred 
more often in patients who lost a large amount 
of blood, after the difficult removal of a large 
adherent kidney. It was also caused by preopera- 
tive fear, worry or insomnia, and was readily rec- 


* Read before the Urology Section, California Medical 
Seepereen, at the Fifty-Sixth Annual Session, April 25-28, 
19 


927. 
*From the Department of Urology, St. Mary’s Hospital. 
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Plate I—Exposure of the lower pole and of an accessory 
artery obstructing the ureter through careful dissection of 
the perirenal fat. 


ognized by the pulse rate increasing above 120, 
acceleration of the respiratory rate, a lowering 
of the blood pressure, pallor, cold extremities, and 
a profuse sweat. In order to prevent shock, ner- 
vous, excitable patients should be encouraged. It 
is most important that their moral courage be kept 
high, therefore the gravity and the time of their 
operations should never be divulged. A difficult 
nephrectomy can sometimes be made easier by 
employing the subcapsular method or by remov- 
ing the kidney in pieces. Rough handling of tis- 
sues, excessive retraction and loss of blood can 
often be avoided-by sufficient enlargement of the 
incision that one can work with ease. When shock 
occurs during the operation an intravenous in- 
fusion of 500 to 1000 cc. of 10 per cent glucose 
solution is given immediately. For every 3 gm. 
of injected glucose one unit of insulin is added. 
(Fisher and Snell). Digalin, 1 cc. every four 
hours, and caffein 0.12 gm. every four hours are 
alternately given to support the cardiac system. 
The operation is terminated as quickly as possible, 
leaving clamps on the renal pedicle if necessary 
and closing the wound in one layer. 


Hemorrhage—The question of hemorrhage is of 
great importance. The bleeding time of all patients 
should be ascertained, and if prolonged they should 
have previous preparation through the administra- 
tion of calcium lactate by mouth, calcium chlorid 
intravenously, or by a transfusion when necessary. 
During the operation all bleeding points should be 
securely ligated. The loss of blood should particu- 
larly be prevented in children. In opening the kid- 
ney parenchyma a silver wire should be employed 
in place of the hemorrhage-producing scalpel. By 
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the aid of a blunt needle the wire can be slipped 
in between the larger trunks of the renal vessels, 
and by a to-and-fro movement the finer ramifica- 
tions can be actually separated so that only the 
smaller terminal vessels are severed. During this 
procedure a rubber clamp should have been pre- 
viously applied to the pedicle to lessen hemor- 
rhage. We have found a double layer of mattress 
sutures the best in closing the kidney. It is often 
our custom to include fat in these sutures to pre- 
vent postoperative hemorrhage according to the 
method of Kolescher and Koll. Whenever pos- 
sible stones should be removed by a pyelotomy 
incision, which is practically bloodless if one is 
careful not to injure, as emphasized by Eisen- 
drath, the posterior artery to the pelvis. One is 
often surprised at the size of the stone that can 
be removed in this manner (see plate V). In 
delivering and freeing the kidney it is best to em- 
ploy blunt dissection and to be watchful for aber- 
rant vessels, particularly at the upper and lower 
pole. The pulsating aberrant artery can be readily 
palpated if a reasonable amount of care is exer- 
cised. However, difficulty is often experienced in 
distinguishing the collapsible aberrant vein from 
the surrounding fascia. In delivering the kidney, 
therefore, one should carefully dissect it free from 
the perirenal fat and fascia and every adhesion 
should be carefully ligated and investigated under 
direct vision.. Young in discussing Eisendrath’s 
masterful paper on accessory renal vessels deliv- 
ered before the American Urological Association 
in 1920, stated that he accidentally cut an aber- 
rant artery of the upper pole in operating on a 
case of hydronephrosis. The bleeding was stopped 
by ligation, but the patient ultimately died. It 
was found afterward that, in attempting to catch 
the renal vessel that had slipped away, the end 
of the pancreas had been injured. The integrity 
of the renal pedicle must be assured. When pos- 
sible the individual vessels are doubly tied with 
No. 2 or 3 chromic catgut. If the vessels are 
matted together and cannot be separated without 
danger of nicking the vein, they should be tied 
proximal and distal to the clamp and the stump 
transfixed. When the pedicle is too short and 
there is danger of injuring the vena cava, one 
should not hesitate to leave the clamp in situ. In 
six nephrectomies we were obliged to leave the 
clamp in place on the renal pedicle and no hemor- 
rhage resulted when it was removed ninety-six 
hours later. 

Phlebitis—Phlebitis occurred in 2.8 per cent of 
this series of cases. It usually occurs in the in- 
ternal saphenous vein and does not have predilec- 
tion for the side of the body on which the kidney 
is operated. The treatment consists of absolute 
rest, repeated hot boric compresses, and elevation 
of the affected member. Quinin given either by 
mouth or intravenously hastened recovery. Em- 
bolus formation did not follow any operation on 
the kidney. Fatal septicemia due to staphylococ- 
cus occurred in one case. A calcified cortical ab- 
scess was resected and the kidney suspended in 
a male, aged 57. Following the operation the pulse 
and respirations became accelerated, the tempera- 
ture increased to 102-103 degrees F. accompanied 
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by acute dilatation of the stomach. In spite of all 
measures taken to combat these complications the 
patient became weaker and expired six days after 
the intervention. As previously emphasized by 
the author in an article on carbuncle of the kidney, 
excision and incision of renal abscess and car- 
buncle have a higher mortality and are followed 
by more complications than nephrectomy. In per- 
forming the latter there is less likelihood of forc- 
ing the more or less localized bacteria into the 
blood stream in large numbers, thus favoring 
generalized septicemia. 


Fistulae—Fistulae discharging urine and pus 
occurred more frequently prior to 1915 before 
which time complete urological investigations did 
not usually antedate the renal operation. It was 
in most instances due to failure of elimination or 
back pressure in the lower ureter prior to the 
operation caused by a stone, stricture or kink of 
the ureter. In the thirty-two cases of nephrec- 
tomy for tuberculosis the wound healed in the 
average time of ten weeks, whereas in nephrec- 
tomy for pyonephrosis the average was three 
weeks. It was found necessary to repair surgically 
two broken-down tuberculous wounds. Whenever 
available the wound is given daily exposures to 
the morning sunlight, ranging from twenty min- 
utes to three hours in gradually increasing doses. 
On cloudy days the alpine light was substituted 
for the sun rays. In highly infected cases the 
wound is washed out with mercurochrome 1 : 2000. 
Excessive granulation tissue is curetted away and 
the base cauterized with nitrate of silver crystals. 
The injection of a paste consisting of bismuth 
nitrate 1 gm., iodoform 2 gm., and petrolatum 
1 gm., will frequently cause stubborn, reluctant 
wounds to heal. 


Infection of the Renal Fossa—Infection of the 
renal fossa and perirenal space frequently follows 
the removal of large pyonephrotic kidneys in 
which the perirenal tissue was involved. It is not 
uncommon for these and tuberculous wounds to 
break down at the anterior angle, or in the middle, 
about two or three weeks after the operation. 
Bidgood has recently reported sixteen such cases 
from the Johns Hopkins Hospital. Thirteen per 
cent of the tuberculous nephrectomy wounds in 
this series broke down. Two cases required ex- 
cision of tuberculous granulation tissue. Another 
required curettage of the wound, injection of bis- 
muth iodoform paste, and repeated sun exposures 
before closure was obtained. Infection invariably 
follows those cases of extravasation of urine. It 
is very important to drain these cases at the lower 
as well as the upper end of the incision. In two 
cases of urinary extravasation following a trau- 
matic and a spontaneous rupture of the kidney it 
was found necessary later to open up the renal 
fossa for further drainage which resulted in both 
cases in a hernia at the site of the incision. Wider 
primary drainage would probably have prevented 
this. Early nephrectomy in the acute surgical kid- 
ney presenting multiple abscesses, or in kidney 
carbuncle, not only prevents the infection from 
involving the other kidney, but arrests the involve- 
ment of the perirenal space. 


RENAL SURGERY—MATHE 


Plate II—When there is difficulty in delivering the upper 
pole, one should palpate the surrounding tissues for ac- 
cessory vessels. Accessory veins being collapsible can 
only be identified by visual exposure of the kidney. 


Uremia—Uremia which was the dreaded after- 
math of kidney surgery is now a rare complica- 
tion, thanks to the intelligent employment of the 
tests of renal function at our command. The in- 
crease in the nitrogenous waste products in the 
blood warns us of the poor operative risk. The 
phenolsulphonephthalein, indigo carmin and urea 
function tests assure us that the opposite kidney 
can carry‘on the work of elimination of urine dur- 
ing and after the operation. We recently lost a 
patient from uremia in which the tests ordinarily 
employed failed us. A nephrectomy was per- 
formed on a woman, age 65, for a large infected 
hydronephrosis secondary to ptosis and to an aber- 
rant vessel. The blood urea was 20 mg. per 100 
cc., creatinin 1.5 mg. per 100 cc., and non-protein 
nitrogen 28 mg. per 100 cc. The phthalein col- 
lected in one-half hour from the opposite kidney 
measured 20 per cent and the urea 15 gms. per 
liter. Nitrous oxid gas anesthesia was used and 
the nephrectomy was a particularly easy one. Fol- 
lowing the operation the symptoms of uremia and 
acidosis, accompanied by anuria and acetonuria, 
gradually came on and, in spite of all the measures 
taken to combat them, the patient succumbed at 
the end of five days. Unfortunately an autopsy 
was refused. Squier reported a similar death, but 
in his case the acidosis and acetonuria followed 
the nephrectomy and was thought to be due to the 
chloroform anesthesia used. 


Anuria—Anuria can be considered as a com- 
plication that can be prevented. It is our practice 
to force fluids for a number of days prior to the 
operation. On the preceding day at least three 
liters of water are given by mouth. If this has 
been overlooked the surgeon should at once post- 
pone the operation. When necessary one liter of 
sodium bicarbonate and glucose is given by the 
Murphy drip following the operation. If this is 
not retained fluids are given by hyperdermoclysis 
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Plate IiI—In suspending the kidney above the 
twelfth rib and to the quadratus lumborum and in 
performing other operations, care is exercised not to 
injure the first lumbar nerve. 


or by the intravenous route. The use of diuretin 
by mouth and novasural intravenously, although 
valuable adjuncts, should never replace the in- 
creased fluid intake. In order to avoid anuria it 
has been our practice in bilateral kidney lesions 
not to operate both kidneys on the same day, but 
to let two or three weeks intervene between the 
two operations. Great gentleness and care is exer- 
cised in handling the solitary kidney when it is 
attacked by surgery. 

Cardiac Complications—The recognition of car- 
diac complications is very essential. In doubtful 
cases the heart should be thoroughly examined by 
a competent internist. Some cases can be made 
operable by placing them on digitalis prior to sur- 
gical intervention. In this way one builds up the 
reserve strength of the heart, enabling it to go 
through the operation. It is our practice to give 
fifteen drops of digalin hypodermically every four 
hours after the operation until the pulse reaches 
70, at which time it is discontinued. On a num- 
ber of patients this routine practice was omitted, 
but these did not appear to do so well. The use 
of digitalis not only assures the patient of reserve 
strength of his heart, but acts as a diuretic as 
well. In a written communication Dr. Harry 
Spiro states, “I agree that digitalis given under 
the above regimen is corrective and may be life 
saving. Oftentimes one cannot tell the exact con- 
dition of the heart and the conservative use of 
digitalis will strengthen the heart action. In cases 
of angina pectoris I do not use digitalis. Here a 
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Plate IV—A. Line of incision in dorsal surface of the 
pelvis for the removal of stone or for plastic repair. 
Care is exercised not to injure retropelvic artery. B. 
Pelvis opened and large calculus exposed, 


few extra days’ rest in bed prepares the heart for 
the operation.” 

Local novocain anesthesia of the paravertebral 
type introduced by Lowsley of New York and 
localized allocain spinal anesthesia as used by 
Doctor Maisonnet, head urologist of the French 
army, at the Val de Grace Hospital in Paris, re- 
cently introduced by the author into this country, 
are considered to have a decided advantage over 
general anesthesia in bad cardiac risks. Unfor- 
tunately local anesthesia cannot be used on ner- 
vous patients. We have found gas and oxygen 
anesthesia properly given without ether very satis- 
factory even in fairly bad cardiac cases. Patients 
presenting well-advanced myocarditis and aortic 
lesions are particularly bad risks. 

Infrequency of Peritonitis—Although the peri- 
toneum was opened on five occasions no symp- 
toms of toxic peritonitis ensued. Operation on the 
kidney can be made entirely extraperitoneal if a 
reasonable amount of care is exercised by the sur- 
geon. It is no longer necessary to employ the 
transperitoneal route even for removal of large 
kidneys. The anterior abdominal approach when 
necessary can be made entirely retroperitoneal. 
The recent thoraco-abdominal incision devised by 
Fey in Legueu’s clinic gives one a particularly 
easy extraperitoneal approach to the high adherent 
left kidney with a short pedicle. In clamping the 
renal pedicle care should be exercised not to in- 
clude the colon or duodenum, by carefully peel- 
ing away the adherent intestines from the pedicle. 
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Respiratory Complica- 
tions — Respiratory com- 
plications are not uncom- 
mon. One should be on 
guard for pneumonia in 
those patients prone to 
pulmonary infection. The 
common cold should be 
entirely cleared up before 
attempting surgical in- 
tervention. The patient 
should not be subjected to 
drafts in the operating 
room and care should be 
exercised not to allow him 
to become chilled on his 
trip through the halls to 
and from the operating 
room. In order to lower 
pulmonary complications 
gas and oxygen anesthesia 
is used as a routine. Local 
paravertebral or localized 
spinal anesthesia is par- 
ticularly indicated in pul- 
monary cases. In dissecting out large adherent 
tumors care must be exercised not to injure the 
pleura. Though this has occurred in a number of 
instances according to Papin, the only results are 
a low-grade pleurisy which usually clears up in 
the course of a week or two. Mayo is of the 
opinion that accidental opening of the pleura in 
which even the lung is easily seen does not result 
in pneumothorax or any other ill effect if the 
patient is lying face downward during the opera- 
tion. Following all operations a pneumonia jacket 
is applied and the chest thoroughly rubbed with 
camphorated oil. Heliotherapy exposures of the 
kidney incision should be increased gradually, 
beginning with twenty minutes. 


PREOPERATIVE PREPARATION AND OPERATIVE 
TECHNIQUE 


The value of preparation in kidney operations 
as recently emphasized by Bugbee, Cunningham 
and others, does much to lower the mortality. In 
the fifty cases operated between 1906 and 1916, 
during which time the steps for correct diagnosis 
and preliminary preparation were not so complete 
as those taken later, the mortality was 6 per cent. 
Between 1916 and 1926 the mortality was 2.04 
per cent in 320 cases. Death resulted from renal 
insufficiency in two cases; anuria, two; pneu- 
monia, one; septicemia, one; and failure of func- 
tion in two cases of extreme nephritis in which 
decapsulation was resorted to as a last measure. 
A careful estimation of renal function and study 
of the working power of the opposite kidney 
eliminates the poor risk. Let me emphasize that 
careful preparation of the patient and painstaking 
postoperative care does as much to lower the mor- 
tality as operative skill and quick judgment at 
operation. 


A number of pitfalls associated with technique 
can be avoided by exercising gentleness in renal 
surgery. As pointed out by Clark, the cutting, 
tearing, prying, delving and hard retracting sur- 
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Plate V—lIrregular stag-horn calculus removed through pyelotomy incision. 


Actual size. 


geon not only traumatises the tissues but lowers 
the tissue resistance, thereby breaking down na- 
ture’s defensive mechanism against infection. A 
wide incision and a careful dissection of-the kid- 
ney from the pleura, liver, peritoneum and viscera 
does much to lessen this injury. Whenever the 
pleura or peritoneum is accidentally opened, the 
surrounding field should at once be carefully 
packed away and the opening tightly closed by 
suture. In freeing the kidney from the perito- 
neum, which is in apposition to the prerenal fascia, 
blunt dissection should be employed. The kidney 
usually can be readily freed under direct vision. 
In exposing the upper and lower pole, one should 
search carefully for aberrant, anomalous arteries 
and excise them when necessary. A wide cres- 
centic incision beginning at the point of the articu- 
lation of the last rib and the vertebrae, and 
extending well anterior to the anterior superior 
spine, gives sufficient exposure of the pedicle even 
in cases in which this is short and the kidney 
is high and is entirely behind the peritoneum 
throughout. Incision of the costovertebral liga- 
ment permits retraction of the ribs upward allow- 
ing greater exposure. We have found it neces- 
sary to resect the last rib on two occasions in 
which a stone was removed from the upper pole 
of the remaining kidney. The rib was excised in 
order not to deliver the kidney into the incision. 
The position of the patient can appreciably in- 
crease the space between the last rib and the crest 
of the ileum. This can be further increased by 
the use of a special stabilizer which raises the 
lumbar region from below, firmly keeps the under 
leg flexed and the upper leg extended and causes 
counterpressure on the abdomen from below. The 
high, left adherent kidney is best approached by 
the extraperitoneal abdominothoracic incision de- 
vised by Fey at the Necker Hospital. In doing 
a nephrectomy the renal vessels are doubly ligated 
individually if possible. If they cannot be sep- 
arated the pedicle is doubly clamped en masse. 
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A ligature is tied above and below the clamp and 
the clamps released during the tightening of the 
ligature. It is best to spend a little time and be 
sure of the integrity of the renal pedicle. In no 
case was the vena cava injured. 

POSTOPERATIVE CARE 


Postoperative gas, while very annoying to the 
patient, has never caused a fatality. It is best 
treated by hypodermic injection of 1 cc. of pitui- 
trin followed in one-half hour by a quinin and 
dilute hydrochloric acid gas enema and by the 
insertion of a rectal tube. Hot turpentine stupes 
are employed as a valuable routine aid. Dilata- 
tion of the stomach and excessive vomiting can 
be controlled by gastric lavage repeated when 
necessary. 

I have come to the conclusion that it is best to 
drain regularly even if there is no infection in the 
kidney. A number of the cases which were not 
drained developed abscesses that subsequently re- 
quired opening. A soft rubber tissue drain is 
placed in approximation to the posterior surface 
of the pelvis or kidney and is brought out through 
the upper end of the skin incision. If the peri- 
renal tissues are greatly infected a similar drain 
is also brought out at its lower end. If there is 
extravasation of urine a number of drains should 
be used. The drain is daily gradually withdrawn 
so that it is entirely removed at the end of one 
week. No permanent fistulae have resulted with 
this procedure. 

ELIMINATION OF CAUSES OF STASIS 

Any cause of back pressure in the lower ureter 
prior or at the time of the conservative kidney 
operation should be removed. Strictures should 
be dilated, stones should be removed, and any 
cause of extra-ureteral pressure eliminated. Neg- 
lect of the relief of back pressure from below has 
unquestionably often been the cause of perma- 
nent fistulae formation following the operation on 
the kidney above. In removing calculi from the 
kidney any cause of stasis should be corrected. 
A low ptosed kidney should be suspended. Aber- 
rant vessels pressing on the ureter and causing 
back pressure should be ligated and the narrowed 
point in the ureter should be widened by a plastic 
operation. A longitudinal incision is made in the 
ureter at the point of angling. This is trans- 
formed into a transverse incision when it is closed 
by suture. In this manner the constricted portion 
of the ureter is widened. A number of these 
plastic operations have been done in cases in 
which the hydronephrosis was sufficient to pro- 
duce marked symptoms without serious impair- 
ment of renal function. In border-line cases with 
reduced function surgical judgment alone can de- 
cide between a conservative plastic operation and 
nephrectomy. I was obliged later to remove four 
kidneys. Two badly infected ptosed kidneys failed 
to increase their function after surgical suspen- 
sion, and two other kidneys from which stones 
were removed developed recurring trouble requir- 
ing nephrectomy. 

CONCLUSIONS 

1. Three hundred and seventy operated cases 

are reported, 293 oi which were consecutively per- 
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formed by the author at St. Mary’s Hospital with 
a mortality of 2.04 per cent. 

2. The choice of the anesthesia, careful prep- 
aration and painstaking postoperative care does as 
much to lower the operative mortality and the 
number of complications as operative skill and 
judgment at the time of operation. 

3. Many pitfalls and complications can be elimi- 
nated by improvement in technique. Rough hand- 
ling of the tissues, excessive retraction and loss 
of blood should be avoided. Incision of the costo- 
vertebral ligament gives a wider field for opera- 
tion and helps the operator recognize anomalous 
vessels and preserve the integrity of the ureter 
and surrounding structures. 

4. The success of conservative renal surgery 
depends upon the elimination of stasis, which is 
accomplished by maintaining or establishing the 
proper outflow of urine. 

760 Market Street. 


TABLE I 


CLASSIFICATION OF OPERATIONS 
Nephrectomy: 


(a) Tuberculosis 
(b) Hydronephrosis 
(c) Renal tumor 
(d) Adrenal tumor 
I ne cunts 33 
(f) (Pyohydronephrosis with stone 
(g) Traumatic rupture 
(h) Carbuncle of kidney 
Partial nephrectomy 
Nephropexy for ptosis and painful hydronephrosis 
of small size: 
(a) Triangular catgut method 
(b) Fascial operation with decapsulation 
(c) With ligation of aberrant vessel 
(d) With uteroplasty 
Nephrolithotomy 
Nephrotomy 
Decapsulation 
Pyelotomy 
Drainage of kidney abscess 
Drainage of perinephritic abscess 
Resection of solitary cyst 


Exploratory operation and inoperable condition 


TABLE II 


OCCURRENCE OF OPERATIONS 
Right kidney 
Left kidney 
Right and left kidney 
(fifteen patients) 


TABLE III 


INCIDENCE ACCORDING TO SEX 
NII ARI Oh en ee ee eras A 


....210 
Males 


160 
....370 
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DISCUSSION 


_James R. Ditton, M.D. (490 Post Street, San Fran- 
cisco)—We are indebted to Doctor Mathé for his very 
excellent presentation of his experiences in renal sur- 
gery. I do not agree entirely with his idea against 
incision and excision of renal abscegses and so-called 
carbuncle of the kidney, except when the kidney can 
be removed entirely without rupturing it. When 
pyelograms have been obtained and the site of the 
kidney lesion located, it has been my practice to ex- 
plore that region first, and if the kidney capsule is 
strong enough to strip its perirenal tissues to continue 
the nephrectomy, but if ruptured and the nephrec- 
tomy incision becomes contaminated with acute in- 
flammatory products, it has seemed safer to me to 
remove as much necrotic tissue as possible, put in 
drainage tubes, pack to control bleeding if necessary, 
and not expose any more fresh structures. After five 
to ten days we find the kidney has shriveled in size, 
the patient’s resistance and immunity increased and 


the nephrectomy can be done without further com- 
plications, 


Convalescence can be shortened in tuberculous neph- 
rectomies by doing a ureterectomy in those patients 
having thickened indurated ureters. The nephrectomy 
is done through the usual lumbar incision, the patient 
is then put in the dorsal position and the ureter re- 
moved down to the bladder through a rectus incision. 
I have not felt the risk was materially increased and 
have not had any case take more than four weeks to 
heal completely. i 


_ Frank Hinman, M.D. (384 Post Street, San Fran- 
cisco)—Doctor Mathé has given a very instructive 
and interesting summary of his experiences in renal 
surgery. The showing of 2 per cent mortality is an 
excellent one. In analyzing the classification of condi- 
tions treated, one is somewhat surprised at the num- 


RENAL SURGERY—MATHE 63 


ber of nephropexies performed—183. I do not feel 
so confident as to the safety of leaving clamps in 
place in nephrectomy as he has done six times in 119 
nephrectomies with good results in each case. Re- 
viewing the experiences of others in the literature, 
there has been a rather high proportion of fatal post- 
operative hemorrhages following release of the clamps, 
and I personally feel that clamps should never be 
left on except in the most extreme emergency condi- 
tion. We have not left clamps on for ten years. His 
emphasis on the importance of fluids in all kidney 
surgery before operation bears out the experiences 
of others in this field. Water is an excellent diuretic 
and does not entail extra work, so far as renal tissue 
is concerned. We make it a routine to give hypo- 
dermoclysis during the operation so as to supply 
plenty of fluids without inconveniencing the patient 
after he awakens from the anesthetic. 

One of the most serious complications to all kidney 
work that does not seem to be sufficiently empha- 
sized is that of infection. It is probable that a large 
proportion of the failures in both conservative and 
radical surgery on the kidney are due to secondary 
infections. These infections, as has been well empha- 
sized, are produced or made serious by rough and 
prolonged surgery. Dispatch at the time of opera- 
tion is one of the greatest assets of successful renal 
surgery and, of course, by dispatch one does not mean 
undue haste, but that everything move smoothly and 
with a certain amount of speed. An unfortunate ex- 
ample in our own experience very. well illustrates 
this point. It was in the case of pelvic stone that 
acted in a ball-valve manner at the ureteropelvic junc- 
ture in a solitary kidney of a man of 65. At the time 
of operation there was no particular difficulty other 
than after opening the pelvis the stone had slipped 
up into one of the minor calyces and was not found 
until some time had been lost in searching. The 
operation took about one hour and a half and should 
have been completed in less than one hour. The stone 
was finally found and removed. The kidney func- 
tioned, but the patient developed a very severe infec- 
tion of the kidney and wound which proved to be a 
gas bacillus infection of which he died four days 
after operation. Autopsy was performed and it was 
found that the gas bacillus had invaded the perirenal 
tissues and the muscles of the back in the neighbor- 
hood in a very extensive manner. Serum treatment 
and radical resection of the involved areas before 
death had given no benefit. The case exemplifies the 
severe type of infection that may follow kidney opera- 
tions; an infection which undoubtedly came from the 
intestinal tract, an infection which was secondary to 
trauma to tissues and which most probably would not 
have occurred had the stone been immediately found 
and removed, the operation shortened and the retrac- 
tion and trauma reduced. This experience has taught 
us the advisability of always having available in stone 
cases an x-ray operator who can take pictures after 
the method of Quimby or can fluoroscope the kidney 
at the time of operation as is the custom at the Mayo 
Clinic. It affords considerable gratification also to 
have the word of such an x-ray expert that there are 
no shadows left after stones that have been shown by 
x-ray have presumably been removed. 

e 


Guy Manson, M.D. (1020 Mattei Building, Fresno) 
—I wish to express my appreciation of the privilege 
of discussing Doctor Mathé’s valuable paper. There 
are many lessons to be learned in reviewing the surgi- 
cal cases of a man of Doctor Mathé’s experience. Iam 
inclined to agree with Doctor Hinman, that the leav- 
ing of clamps on the kidney pedicle is a much more 
serious procedure than one would infer from Doctor 
Mathé’s paper. I have never had the courage to do 
so, although I can easily see that emergencies may 
arise that would make it absolutely necessary. When 
clamps are.left on they should be removed with the 
greatest care, loosening the clamp a notch or two each 
day, for one or two days before complete removal. 
Too rapid or rough removal of a clamp may open up 
a vessel and start fresh bleeding. 
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In tuberculous kidneys I believe the perirenal fat 
is involved more often than we suspect. I believe it 
is important to remove as much of this tissue as pos- 
sible. I have not been in the habit of removing the 
ureter, but I have lately adopted the procedure of 
bringing the ureter out and suturing it to the skin 
at the lower angle of the wound, much as we treat 
the vas in our tuberculous epidimitis. I have not had 
a large enough series of cases to pass any judgment 
on the value of this procedure. Since doing this I 
have not had a wound break down, and I have never 
seen any bad results from it. 

Doctor Mathé mentions septicemia as a complica- 
tion in renal surgery, but does not dwell much upon it 
in his discussion. Particularly in kidney stones, com- 
plicated with infection, should the danger of septi- 
cemia be emphasized. The greatest care should be 
taken to clear up the kidney infection and we should 
not be in too great a hurry to remove the stone. I 
recently lost a patient from septicemia, although we 
treated the infection in the kidney for two weeks after 
the fever had subsided and the urine was free from 
pus, before we removed the stone. 


% 


Doctor MatHE (closing)—The constructive criticism 
of this paper brought forward in the discussion of 
Doctors Dillon, Hinman, and Manson, aids in the 
accomplishment of its purpose, which is improvement 
in technique, prevention of complications, and lower- 
ing of mortality. 

Doctor Dillon suggests the advisability of perform- 
ing a two-stage nephrectomy in those cases of renal 
abscess and carbuncle in which the tunica fibrosa is 
ruptured in the process of delivering the kidney and 
the perirenal tissues thereby infected. This is a wise 
procedure and should also be applied tg cases compli- 
cated by perinephritic abscess. However, if there is 
no pre-existing infection of the perirenal tissues and, 
if at the time of operation they are carefully pro- 
tected by gauze packing, it seems logical that the 
kidney may be removed without danger of infection. 
As Doctor Hinman emphasizes, infection is an impor- 
tant factor. Limitation of space did not permit me 
to dwell sufficiently upon it in this article. 


There is no question but that rough handling of the 
kidney, severe retraction and undue loss of blood 
lowers the local resistance of the kidney, so favoring 
infection. In doing conservative operations on kidneys 
presenting pelvic infection, urinary antiseptics are 
given, pelvic lavage instituted and fluids forced in 
order to clear up or at least to minimize the amount 
of infection in the kidney at the time of operation. As 
emphasized by Doctor Manson this is an important 
factor in preventing septicemia which is more likely 
to occur, because of the greater vascularity, when the 
parenchyma rather than the pelvis is opened. Opera- 
tions on the kidney can be performed quickly, but 
safety should have precedence over speed. Good ex- 
posure gained by a wide incision, division of the costo- 
vertebral ligament, and the proper posture of the 
patient, coupled with reasonable speed and good team- 
work on the part of the assistants, will permit the 
average kidney operation to be performed in about an 
hour’s time. The use of the fluoroscope at the time 
of operation will facilitate the search for stones by 
assuring the surgeon that they are all removed, and 
thus shorten the time of operation and eliminate the 
possibility of leaving fragments behind to act as nuclei 
for future stone formation. 

The diversified opinion as to the treatment of the 
ureter in performing nephrectomy for tuberculosis is 
exemplified in the discussion of Doctors Manson and 
Dillon. Doctor Manson never had a _ tuberculous 
wound break down after removing the perirenal fat 
and bringing out and suturing the ureter to the lower 
end of the skin incision, whereas Doctor Dillon ob- 
tains complete closure in four weeks by removing the 
ureter also. Although I always attempt to remove the 
perirenal fat, and I have treated the ureter by both 
of the above methods, nevertheless 13 per cent broke 
down. Based upon a review of the literature this 
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seems to agree with the experience of most surgeons. 
At the recent meeting of the western branch of the 
American Urological Association held in Seattle on 
July 6, 1927, B. Scholefield reviewed the causation of 
persistent sinuses and delayed healing of tuberculous 
nephrectomy wounds in eighty consecutive cases at 
the Peter Bent Brigham Hospital. His complete re- 
view of the literature and detailed study of these cases 
prove that a certain percentage of wounds break down, 
no matter what disposition is made of the ureter; 
sinuses are often due to a tuberculous infection of the 
granulation tissue that forms in the process of heal- 
ing. In some cases these are cured by exposure to 
the sun rays; in others closure of the wound can only 
be accomplished by clean complete removal of the 
infected granulation tissue. 

There is no question that there is considerable 
danger of hemorrhage in releasing clamps that have 
been left on the renal pedicle in performing nephrec- 
tomy. Certain extreme emergency conditions consist- 
ing of pre-existing shock due to the loss of blood from 
kidney rupture and that type of shock that sometimes 
suddenly occurs while removing extremely enlarged 
kidneys warrants its occasional use. In the six cases 
in which we left them in place, we felt that the danger 
of subsequent hemorrhage was far outweighed by the 
danger of death from shock. It is well to wait eighty- 
two or ninety-six hours and not twenty-four hours 
before removing the clamp. The clamp is carefully 
loosened notch by notch and left in apposition to the 
pedicle for an hour. If no hemorrhage occurs, sterile 
olive oil is poured into the wound in order to assure 
lubrication and the clamp carefully removed. 

I wish to thank Doctors Dillon, Hinman, and 
Manson for describing some of their experiences with 
the complications of renal surgery. These statistics, 
added to the aggregate of those of other urologists 
throughout the country, should help lower the mor- 
tality, reduce the complications, and improve the tech- 
nique of renal surgery. 


SENSITIZATION PHENOMENA IN 
DERMATOLOGY 
By H. J. Tempveton, M. D. 
Oakland 

Discussion by Charle E. Schoff, M.D., Sacramento; 
C. G. Stigall, M.D., San Diego; Douglass W. Mont- 
gomery, M.D., San Francisco; Albert H. Rowe, M.D., 
Oakland. 

IN discussing sensitization phenomena in derma- 

tology I would rather do so under the broad 
term “hypersusceptibility” than to confine my re- 
marks to the narrower term “anaphylaxis.” For 
in sensitization we see two types of reactions. 
First, true anaphylaxis due to sensitization to 
some definite protein; and second, a hypersensiti- 
zation to agents of varying chemical composition 
and which cannot, strictly speaking, be classed as 
true instances of protein sensitization. Under the 
heading of anaphylaxis would come the urticarias, 
etc., due to sensitization to some definite food, 
such as crab, while under the second heading men- 
tioned above would come such cases as extreme 
sensitization to paraphenylendiamin used in dye- 
ing fur neck pieces. 

We may also divide the agents to which the 
skin may become sensitive into those with which 
it comes into contact from without and those act- 
ing upon it from within the body. This is the 
most practical way to approach the subject. 

EXTERNAL AGENTS 


Most of the dermatoses produced by contact 
with external agents are of the dermatitis ven- 
enata type and can roughly be quickly differen- 
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tiated from those produced by internal agents 
which more frequently paint a picture of urticaria, 
erythema multiforme, toxic erythema, etc. 

Several complete books have been written on 
the subject of sensitization of the skin to external 
agents. Instances have been reported of sensitiza- 
tion to a vast number of the objects with which 
man comes in contact. Hence, I will mention only 
the more common ones: paraphenylendiamin in 
hair dyes, quinin hair tonics, mascaro for black- 
ing eyelashes, orris root in dry shampoos, in face 
powders or tooth pastes, rouges, leather hat bands. 
Any of these may produce a dermatitis of the 
face in sensitive subjeets. The treatment is sim- 
ple—remove the offending agent. If what is re- 
sponsible cannot be determined have the patient 
stop using anything that has been applied to the 
affected area for a while and resume the use 
cautiously, one by one, after the dermatitis has 
disappeared. Dermatitis of the neck may be pro- 
duced by fur neck pieces (and this is apt to occur 
the first time the patient perspires when wearing 
a new piece) beads, silk (rarely) or dyed scarfs. 
A dermatitis of the body can come from sensiti- 
zation to wool underwear. 

It is extremely difficult to determine just what 
external agent produces a dermatitis of the hands. 
Intelligent patients can help greatly in the search 
by jotting down notes in regard to all the objects 
with which their hands come in contact in their 
occupation, their home life, and their hobbies. 
Under the occupational dermatoses can be men- 
tioned the primrose, chrysanthemum, tulip der- 
matitis of florists, the turpentine dermatitis of 
painters, cement workers dermatitis, that from 
novocain in dentists, from formalin and bichlorid 
in physicians, from hair tonics in barbers, from 
flour in bakers, and sugar in grocers and others 
too numerous to mention. The tracing of the 
offender in these cases requires a Sherlock 
Holmes. 

A careful study of the patient’s occupation and 
habits is of far more value than the cutaneous 
tests, although these should be resorted to in ob- 
scure cases. Flea bites are well known in the San 
Francisco Bay district, but it is not so generally 
known that the poison which the flea injects may, 
in sensitive patients, produce a widespread urti- 
caria in areas removed from the original bites. 
Poison oak, seen so frequently in this district, 
needs only to be mentioned, as does the method 
of treating it by desensitization with hypodermic 
or oral administration of extracts of its leaves. 
A reaction, distinctly allergic in character, which 
I have observed in a few of my cases treated by 
this method and which I have not seen mentioned 
in print, is the occurrence of widespread urti- 
carias following the injection of poison oak extract 
in patients suffering from poison oak. These I 
interpreted as true allergic reactions, as the urti- 
carias came on immediately following the injec- 
tion of an allergin, poison oak, to which the 
patients were known to be sensitive. 


ENDOGENOUS AGENTS 


Cutaneous reactions produced by endogenous 
agents are much more apt to be instances of true 
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allergy than those mentioned above. Moreover, 
they are especially prone to occur in patients with 
other evidences of allergy such as hay fever or 
asthma in themselves or their ancestors. One 
author found that out of a series of 103 cases of 
cutaneous allergy 100 had signs of allergy else- 
where (hay fever, or asthma). 

In eczema, urticarias and other dermatoses re- 
sulting from allergins from within the body, the 
determination of the offending allergin is quite 
difficult. In classifying such cases as allergic I 
lay a great deal of stress upon a history of hay 
fever or asthma in the patient or his family. 
A carefully taken history will sometimes disclose 
the ingestion of some particular food just prior 
to the onset of the urticaria or eczema. It is well 
to have the patient keep a diary and write in it 
all of the happenings and all of the foods ingested 
prior to each outbreak of his eruption. After 
several attacks he may be able to pick out the 
responsible agent. In the great many cases in 
which these methods fail, but which we feel sure 
are allergic, we must resort to cutaneous protein 
sensitization tests. I personally use the scratch 
method of application routinely and reserve the 
intradermic tests for special cases. The reactions 
must be studied very carefully, for the enormous 
wheals so commonly seen when testing for hay 
fever are extremely rare in dermatologic testing. 
Positive reactions are comparatively small, some- 
times but little larger than the control and rarely 
measure over 10 mm. in width. 

False positive reactions frequently occur. I 
have obtained strongly positive reactions to foods 
which the patient was eating with impunity. I 
have also obtained negative reactions to proteins 
the ingestion of which would precipitate an attack 
of urticaria. Urticarial skins react so easily to all 
irritants, even to the scratches, that the tests may 
all seem positive and valueless. Following an at- 
tack of urticaria the skin may be in a state of 
anti-anaphylaxis for a few weeks and so give false 
negative results. All of these difficulties can be 
minimized by repeating the same tests on several 
different occasions. 


The best known example of cutaneous anaphy- 
laxis is the serum sickness, generally urticarial 
in nature, which comes on about eight to twelve 
days following the injection of the various sera. 
If a patient is known to have received a dose of 
a serum some time previously or is suspected of 
being sensitive to it, we should desensitize him 
by giving a number of small, gradually-increasing- 
in-size, doses of the serum before giving a second 
large dose. Or, better still, use serum derived 
from some animal other than that which fur- 
nished the original serum. For example, ox serum 
for the second dose if horse serum was used first. 


Urticaria and erythema multiforme are so 
closely related that they can be considered to- 
gether. Both can generally be regarded as reac- 
tions of sensitized skins to some specific allergin. 
While the offending agent in most cases of urti- 
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caria is some food such as crab, shrimp, lobster, 
strawberries, etc., it may be bacteria or their 
toxins from some distant focus of infection. This 
is particularly true in erythema multiforme which 
in most instances is the response of an allergic 
skin to bacteria from some focus of infection to 
which the skin has become sensitive. 

It is difficult to say just how high a percentage 
of eczemas are due to sensitization to foods. Cer- 
tainly the percentage of proved cases is rather 
low and yet we should always consider this possi- 
bility and run protein sensitization tests on all of 
our obscure cases. In infantile eczema we fre- 
quently find that the trouble began at the time 
when the child was first put on a mixed diet. If 
we can correlate the onset of the eczema with the 
date on which some particular food, egg for 
example, was started, we can remove the offend- 
ing food from the diet and secure brilliant results. 
Protein sensitization tests can be used in deter- 
mining the cause of infantile eczemas, but in these 
little patients a simpler plan can be adopted. This 
consists of putting the child back on the diet, gen- 
erally milk, upon which it was doing well before 
the eczema developed, keeping it there until the 
eczema has improved and then adding one food 
at a time, say one food per week, and carefully 
noting the child’s reaction to each food. Infants 
on the breast may be sensitive to proteins ingested 
by the mother. Just as in adults, infantile eczema 
is not always a sensitization phenomenon and 
other causes must be sought and remedied. 

CUTANEOUS PROTEIN SENSITIZATION TESTS 


Dermatologists sometimes use a special method 
of applying the tuberculin test, an allergic re- 
action. When a given cutaneous lesion is sus- 
pected of being tuberculous, a tuberculin ointment 
is rubbed into it. If the lesion is tuberculous a 
focal allergic reaction takes place and the lesion 
flares up violently. The luetin test, an allergic 
test for syphilis, has been abandoned by syphilolo- 
gists as unreliable and worthless. 

I am a firm believer in the importance of hyper- 
sensitiveness in the production of many of the 
dermatoses. No one who has done any amount 
of work in dermatology and allergy can doubt the 
truth of the basic principle involved. Such excel- 
lent results were early obtained in the diagnosis 
and treatment of hay fever and asthma that 
dermatologists originally thought that similarly 
brilliant results could be obtained in the allergic 
dermatoses. Some truly excellent results were ob- 
tained, but many failures were also noted. Grad- 
ually the dermatologist has come to look upon 
these tests, not as a quick, easy, infallible method 
of arriving at a diagnosis, but rather as a valu- 
able aid to be used in certain difficult, obscure 
cases. Ina small percentage of cases they enable 
us to make an absolute diagnosis of the cause of 
the eruption and then our results are brilliant. 
This percentage of valuable results, small though 
it may be, certainly justifies the use of these tests 
in dermatologic practice. 

TREATMENT 


If the substance to which the patient is sensi- 
tized can be discovered by means of the history or 
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by cutaneous tests and removed, recovery is gener- 
ally prompt. If its removal is not practical, as in 
sensitization to very common articles of food such 
as wheat or eggs, desensitization may be practiced. 
This is a valuable aid, but the desensitization is 
not permanent and must be repeated at intervals. 


In allergic dermatoses, the cause of which can- 
not be ascertained, we may practice non-specific 
desensitization. This can be done by feeding pep- 
tone before meals, by injections of peptone, by 
injections of the patient’s own blood serum, and 
by raising the patient’s serum calcium by adminis- 
tration of calcium lactate and parathyroid fol- 


lowed by general body radiations with quartz light. 
3115 Webster Street. 


DISCUSSION 


CuHarves E. Scuorr, M.D. (Farmers and Mechanics 
Bank Building, Sacramento)—Doctor Templeton has 
summed up the subject very nicely and his sounding 
the keynote of conservatism relative to the efficiency 
of cutaneous allergic test reactions is well taken. The 
inexperienced are apt to accept laboratory diagnosis 
as final rather than accept it as an adjuvant to a defi- 
nite conclusion after a thorough historical and clinical 
examination has been made. 


% 


Cc. G. Sticatt, M.D. (3950 Alameda Place, San 
Diego)—Doctor Templeton has covered this subject 
so thoroughly and concisely I feel there is little room 
for comment. His remarks concerning the adminis- 
tration of calcium lactate and parathyroid in urticaria 
impressed me rather forcibly. 

In the past year I have noticed a decided increase 
in urinary acidity in practically all cases of this type. 
The acidity sometimes will vary considerably in the 
course of twenty-four or forty-eight hours, requiring 
several tests to determine a definite average. 

Some of the most obstinate and puzzling cases have 
shown very gratifying improvement and recovery by 
the liberal use of other alkalis with the calcium lac- 
tate and parathyroid in order to keep this urinary 
acidity at a low level. Also by a strict diet of alkaline- 
producing foods until the symptoms have cleared suffi- 
ciently to allow other foods consistent with the indi- 
vidual case. 

My experience has been that good results in skin 
reactions depend upon meticulous application of the 
individual tests, especially in asthma and hay fever, 
and by keeping in mind the probability that tomorrow 
may show a different picture under apparently the 
same conditions. 

Oftentimes when a diagnosis seems remote some 
chance remark made by the patient will help clear 
matters considerably. 

% 


DoucLass W. Montcomery, M.D. (323 Geary Street, 
San Francisco)—The skin may be regarded as a gland 
with its free surface directed outward, and having 
imbedded in it a great number of subsidiary glands 
for secreting sweat and sebum. There are also in it 
pitlike and slitlike invaginations out of which spring 
hairs and nails. The secretion from the surface of 
this gland consists of epithelial cells, and is called 
securf or dandruff, which is commonly supposed to 
consist only of dead cells. We, however, do know 


that similar cells thrown off in a similar way do con- 
vey important secretions such as milk and sebum. It 
is indeed probable that these skin cells constitute an 
important emunctory for waste or poisonous matters. 

As the surface of this skin gland is exposed to view 


and touch, symptoms, which entirely escape notice in 
the internal glands and viscera, are here readily seen 
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and felt. In other words it may be critically examined 
as no other gland can be. 

Another feature of the skin is the multiplicity of 
its constituents. It is most plentifully supplied with 
sensory nerves, in which any functional or structural 
change may cause either complete insensibility, or 
increased sensibility as evidenced by itching, burning 
or pain. We have then the largest gland of the body 
with its secreting surface covered only by a thin 
translucent layer of horn, and the body of the gland 
itself richly supplied with blood vessels, and with 
nerves, motor, sensory and vasomotor, and many of 
the sensory nerves endowed with special receptivities, 
as locality, touch and pain, and with one very espe- 
cial receptivity giving rise to itching. Now reflect 
that the deep or internal aspect of this extensive gland 
is exposed to influences” conveyed to it by the blood 
current and by its nerves, motor, sensory, and vaso- 
motor, and that its external surface comes in contact 
with the outer world with its irradiations, atmosphere 
and other innumerable material contacts, and that to 
each of these influences it responds in a different way, 
and that to some of them it responds in a number of 
different ways. For instance, the stimulus of the lepra 
bacillus alone gives rise to a long list of symptoms. 

Under the broad term “susceptibility” we include 
all the various ways the skin and its different tissues 
and organs may react to each of the innumerable 
causes and influences to which it is exposed. In- 
numerable contacts pass unnoticed, or are beneficial 
or are pleasurable, but when the skin or any part of 
it is so tuned to any ordinary stimulus as to give rise 
to unusual or disagreeable symptoms instead of the 
normally unnoticed, or beneficial or pleasurable ones, 
it is said to be sensitized to that stimulus. 

Of late years a great deal has been learned about 
these sensitizations, and many papers such as the 
present excellent one by Doctor Templeton have been 
written on the subject, and although the field is a 
vast one, it is so important, especially to dermatolo- 
gists, that any good consideration of it is welcome. 


& 


Aubert H. Rowe (242 Moss Avenue, Oakland)— 
That allergy or hypersensitiveness of the skin is the 
cause of many eczemas and most urticaria as well 
as angioneurodema has been well emphasized by 
Doctor Templeton. This fact is accepted by too few 
physicians largely because of the difficulty in ascer- 
taining the allergic agents active in each case. The 
cause of contact dermatitis such as that of the face, 
neck, or arms, from pollens or animal emanations such 
as those from wool, feathers, silk, or mohair; of the 
hands from wheat flour; and of the face and neck from 
orris root in powders or cosmetics, can usually be 
ascertained by the history and through skin testing. 
Urticaria and eczema resulting from ingestion of 
foods, however, are often difficult to diagnose. Cer- 
tain cases give skin reactions to foods, especially to 
wheat, milk or eggs, and so solve the problem. How- 
ever, skin reactions are negative in about 50 per cent 
of the patients who have food allergy. Many physi- 
cians unfortunately have discounted allergy in the eti- 
ology of these conditions because of such negative 
skin tests. Due to this failure of the skin to reveal all 
sensitizations especially to foods, treatment must fre- 
quently be based on history and on the experience of 
the physician in prescribing the diet for such skin con- 
ditions. It is possible through allergic diagnosis to 
obtain relief for many cases of eczema, urticaria and 
angioneurodema that have resisted the usual methods 
of dermatological therapy. The other types of sensi- 
tization which Doctor Templeton has described due 
to dyes, drugs, lacquers and similar substances, are 
probably the result of a tissue disturbance identical 
with or closely related to allergy which is as yet 
poorly understood. Recognition of such causes, how- 
ever, is most important for the relief of the skin 
lesions. 
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ELECTRODIATHERMY—ITS USE IN THE 
TREATMENT OF BENIGN AND MA- 
LIGNANT LESIONS OF THE 
UTERINE CERVIX 


By Frank M. Mixets, M.D. 
Long Beach 


Discussion by A. V. Pettit, M.D., San Francisco; R. H. 
Shippey, M.D., Long Beach; Frank W. Lynch, M.D., San 
Francisco. 


IN the medical and surgical treatment of patho- 
logical conditions of the regenerative organs 
conservatism is becoming the keynote of present- 
day practice. A new therapeutic measure is in- 
variably met with skepticism and distrust. Archaic 
medical methods and radical surgical procedures 
seem to dominate the enthusiasm and judgment of 
many very eminent and successful practitioners. 
The uterine cervix is the portal for the perpet- 
uation and preservation of the species. The integ- 
rity and normal function of the uterine cervix is 
essential to the future welfare of the human race. 
The time has come when the treatment of this 
organ should be based upon principles of con- 
servation, aiming at a maintenance of its normalcy 
in structure and function. This can be adequately 
accomplished in good part by the use of electro- 
diathermy in the treatment of many benign and 
malignant lesions of this portion of the uterus. 


Electrodiathermy means the application of a 
special modality of electricity which induces heat 
into the tissues of the body. The body is a poor 
conductor to electricity and because of its resist- 
ance to the current an elevation of body tem- 
perature results. The modality giving the best 
results in treatment of the uterine cervix is the 
D’Arsonval current, a form of high frequency. 
The D’Arsonval current may be obtained most 
conveniently from the modern transformer type 
of high frequency apparatus and from either the 
stationary or portable model. The latest types 
have three outlets, for high, medium, and low 
voltage, and are so constructed that the milliam- 
perage may be regulated for the particular treat- 
ment requirements of each lesion. 


TECHNIQUE 


Various kinds of electrodes are obtainable. The 
most convenient one has been designed by Dr. T. 
Howard Plank. It is composed of a wire covered 
with thick rubber insulation having a connector 
at one end to fit into the socket of the machine 
and a vulcanite handle at the other end into which 
may be inserted pieces of aluminum wire of vari- 
ous sizes, 2 millimeters in diameter and 5 to 20 
centimeters long. This aluminum wire is also par- 
tially covered with soft rubber tubing, leaving 
about 1 to 2 centimeters of the end exposed. The 
end of this wire may be blunt or sharpened as the 
technique requires. 

Other more elaborate sets of electrodes have 
been invented and made available. These sets are 
composed of various sized and shaped gold-plated 
discs and sharp, pointed gold-plated rods which 
may be screwed to a vulcanite handle attached 
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to a heavy insulated cord connected with the 
apparatus. 

The single outlet terminal connection is best 
adapted to obtain the desiccation effect in the tis- 
sues. It does this by delivering the current 
through a short space or between the point of the 
electrode and the surface of the lesion, or by 
touching the surface lightly with the point of the 
electrode. The electrode is connected with a single 
cord to the high voltage outlet terminal. 


The double outlet terminal method is best 
adapted to obtain the coagulation effect. The elec- 
trode which is brought in contact with the lesion 
is connected with the medium or low voltage ter- 
minals of the D’Arsonval current, and the block 
tin plate or autocondensation pad which is placed 
in contact with the patient is connected with the 
common outlet terminal. A piece of block tin 
four to six inches square attached to a thickly 
insulated wire is the most convenient size for 
ordinary service. It must be evenly applied to the 
skin to avoid burning. Soap lather may be applied 
to the skin where the block tin is brought in con- 
tact in order to eliminate irritation caused by the 
fine sparking of the current and also to prevent 
a superficial burn. When the block tin is placed 
in even contact the perspiration will usually supply 
sufficient moisture to keep the skin from getting 
irritated or burning. 


Another convenient and practical method of 
making the connection is to have an assistant in- 
terposed in the circuit between the apparatus and 
the patient. The assistant places the palm of one 
hand in direct contact with the skin of the patient 
and holds the aluminum handle connected with 
the common outlet terminal in the palm of the 
other hand. The operator then treats the lesion 
with the electrode which is connected to the 
medium or low voltage terminal. This method has 
a special advantage over others because of its psy- 
chological effect upon the patient when a general 
anesthetic is not used. It is very easy to reassure 
the patient who may be apprehensive of electrical 
shocks that there will be no intolerable discomfort 
or danger because all the electricity must pass 
through the assistant first. This reassurance in- 
variably puts the patient at ease. 


The Oudin current may be utilized for desic- 
cation; the D’Arsonval current for coagulation 
and carbonization. Reactionary hyperemia with 
or without desiccation, coagulation or carboniza- 
tion may be obtained by utilizing the D’Arsonval 
current hooked up with larger plates and elec- 
trodes. The degree of temperature can be main- 
tained and controlled when using a properly 
balanced machine. The approximate degree of 
temperature may be recorded by use of thermome- 
ters specially made for this purpose. 

In order to desiccate it is necessary to induce 
sufficient heat in the tissue to dehydrate the cells. 
It has been estimated that a temperature 125 
degrees F. may be induced in the skin before it 
becomes desiccated by the dehydration of its cells. 
A higher temperature is required when the tissue 
is vascular and an extensive section is being desic- 
cated, coagulated or carbonized. 
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In order to electrocoagulate vascular tissue it is 
necessary to induce heat above 148 degrees F. and 
even to the boiling point of 220 degrees F. by 
raising the milliamperage, ranging from 200 to 
500, according to the efficiency of the apparatus. 
The moisture evaporates from the tissue and the 
cells disintegrate, congeal or coagulate. A dense 
whitish or grayish plaque which is commonly 
called the coagulum appears. This coagulum ad- 
heres to the subjacent normal tissue when the 
entire lesion has been destroyed by the heat. The 
lateral extent of the coagulation from the elec- 
trode may be taken as a guide of the depth of the 
coagulum from the point. A study of the coagu- 
lation effects has revealed the fact that the direct 
extent from the point of the electrode is appar- 
ently the same as the extent laterally. This coagu- 
lum should not be removed mechanically, but 
should be permitted to slough off in the due course 
of cellular reconstruction of the subjacent surface. 
If the coagulum is removed mechanically there is ‘ 
a tendency for the denuded surface to bleed; also 
the granulation tissue will become redundant and 
interfere with the epithelization which is essential 
to the re-establishment. of the continuity of the 
superficial mucous membrane. 


To promote epithelial regeneration it is often 
necessary to desiccate the redundant granulations 
or to apply mild antiseptic astringents or coagu- 
lants such as a 5 to 10 per cent aqueous solution 
of nitrate of silver or a 10 per cent aqueous solu- 
tion of copper sulphate until the surface is level 
or even slightly concave. 


Carbonization of the tissue is indicated when 
the lesion is very large and protrusive and espe- 
cially when a major portion is to be removed im- 
mediately by curetting or teasing. This may be 
done by elevating and prolonging the degree of 
heat until the coagulum is charred, turns black 
and becomes friable. The outer carbonized por- 
tion may be easily curetted, leaving a considerable 
thickness of the underlying -coagulated portion 
adherent to form a substantial coating over the 
subjacent normal tissue. This remaining coagu- 
lum should be left to desquamate. 

It is sometimes desirable in treating lesions of 
the uterine cervix to induce sufficient heat to ob- 
tain a bactericidal and a hyperemic effect. It is 
estimated that a temperature of 106 degrees F. or 
more is lethal to the gonococci. This thermostatic 
effect can be obtained with the double outlet ter- 
minal method and is very efficacious in combating 
deep-seated and obstinate infections, such as those 
which are centralized in the acini of the mucous 
glands. The hyperemic effect is of value because 
it promotes the elimination of bacterial detritus. 


TREATMENT OF ENDOCERVICITIS 


In all cases of endocervicitis, and especially 
where the mucous glands are infected, a thick 
tenacious mucopurulent discharge is present. This 
discharge is so tenacious that it cannot be dis- 
integrated or washed out by detergent douching 
and collects in a thick coherent gob in the pos- 
terior fornix. It is often very difficult to remove 
the mucopurulent plug until some chemical has 
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been applied to destroy its cohesiveness. Silver 
nitrate fused on the end of a wooden applicator 
applied into the mucous plug will congeal it so 
that it can be teased off with a sponge forceps. 
In order to prevent this disgusting discharge from 
persisting, the remains of the mucopurulent plug 
in the cervical canal my be subjected to the action 
of the D’Arsonval current by inserting the sharp 
point of the aluminum wire 3 to 6 millimeters, 
and then turning on the current until the milli- 
ampermeter registers about 200 and holding it 
there for two or three minutes. If distress is 
caused, interrupt the current. One or more treat- 
ments may be required. When more than one 
treatment is required it may be repeated every 
day. Remarkable improvement is noted after the 
first treatment. Final cure can only be determined 
through the usual microscopic examination of sev- 
eral smears of the mucous discharge from the 
cervical glands over a considerable period of time. 
One to six treatments have been required to de- 
stroy the infection in the series of patients treated 
by this method. 

Corbus has devised a special thermic electrode 
containing a thermometer which registers indi- 
rectly the degree of heat induced in the tissues. 
The length of each treatment and the number of 
treatments required by this method to clear up an 
infection in the mucosa and glands of the cervical 
canal is long and protracted, nevertheless it is 
efficacious. This tedious procedure may be super- 
seded by the method just described which is 
simple, more convenient and of shorter duration. 


TREATMENT OF NEOPLASMS 


Small tumefaction on the vaginal surface of 
the uterine cervix are treated by the coagulation 
method. After the coagulum sloughs off a small 
crater is left which fills with granulations. These 
granulations should be prevented from becom- 
ing redundant so that the surface may reform 
smoothly. Often the reconstruction of the surface 
is so complete that a line of demarcation between 
the location of the original lesion and adjacent 
normal tissue cannot be found. 


Nabothian cysts which occur in various num- 
bers in the zone about the external os may be very 
readily removed by puncturing them with the 
point of the aluminum needle and turning on suffi- 
cient current to cause a thorough desiccation of 
the contents of the cysts and slight coagulation of 
the capsules. After the coagulum sloughs the 
small crater fills in very nicely with granulation 
tissue and soon is resurfaced with normal smooth 
mucous membrane. 


Pedunculated papillomata and mucous polypi 
presenting in and about the external os are easily 
removed by coagulating the stem or pedicle and 
then excising through the coagulated portion and 
obtaining a complete removal of the tumor and 
its pedicle. This may be done without causing 
any hemorrhage. The coagulated stump passes 
through the usual order of desquamation. 


TREATMENT OF EROSIONS 


The various types of erosions also respond to 
this treatment. The technique of treating them is 
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practically the same, but there are variations in- 
volving the degree of heat to be inducted into the 
lesions, the depth and thickness of the coagulum 
to be formed and the degree of desiccation, coagu- 
lation and carbonization to be obtained. 

The simple erosions require desiccation or only 
thin coagulation to obtain cessation of the chronic 
inflammation and bring about complete restora- 
tion of the eroded area to a normal appearance. 

The erosions complicated by rhagades or fis- 
sures require sufficient depth of coagulation to 
remove all the serrations. The coagulum should 
be extended into the cervical canal, up to the edge 
of the intact and healthy mucosa. 

The simple and fissured erosions, complicated 
with several small nabothian cysts, should be suff- 
ciently coagulated to include all the cystic regions. 

In treating the more redundant and extensive 
follicular and papillary erosions the coagulum 
must be sufficiently extensive to efface all the 
papillary formations and the follicles which are 
formed by the overlapping and invagination of 
the papillae. These erosions often are dense, firm 
and indurated; some are soft and spongy. 

It is difficult to differentiate between benign 
inflammatory and possible malignant lesions from 
their gross appearance. When there is uncertainty 
a section should be removed by excision for a 
microscopic examination and the remaining por- 
tion of the lesion immediately electrocoagulated. 
If it is malignant, radium and deep x-ray treat- 
ments are indicated. 

The technique of removing benign and malig- 
nant lesions is identical. Absolute and thorough 
destruction of all tissue appearing to be abnormal 
is the only adequate safeguard against subsequent 
complications. The sharp point of the electrode 
or wire should be plunged into the lesion deep 
enough to cause complete coagulation of the lesion 
even to the muscular structures. If the resultant 
coagulum is very thick its superficial portion may 
be carbonized and curetted leaving less of the 
devitalized tissue to desquamate. 

After the coagulum desquamates and the de- 
nuded surface heals, no further treatment is re- 
quired. During the desquamation period it is 
necessary to use a deodorizing and antiseptic 
douche two or three times daily. A douche of two 
quarts of sterile water with five to ten drops of 
creolin added is usually effective. If there appears 
in the deeper portion of the cervical canal redun- 
dant granulomatous tissue, which tends to stain 
the cotton swab with blood, a 10 per cent aqueous 
solution of silver nitrate or copper sulphate may 
be applied daily. If these methods fail to clear the 
surface of the canal there is indication for addi- 
tional desiccation or even coagulation. This should 
be extensive enough to further destroy all tissue 
which interferes with a smooth surface refor- 
mation. 

For a time the caliber of the cervical canal may 
be considerably enlarged after the coagulum has 
separated and the surface has been reformed with 
a new coat of mucous membrane and scar tissue. 
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Since there is a tendency for leukoplakia to 
become malignant it is expedient to remove these 
patches by electrocoagulation and follow with 
appropriate application of radium. 


All the benign lesions including the various 
types of erosions and even the extensive erosions 
may be treated in the office by this method with- 
out a general or local anesthetic. 

If there is a suspicion that any of these lesions 
are malignant the patient should be sent to the 
hospital, a tissue section made, and appropriate 
treatment then instituted. The patient may be 
placed under a general anesthetic, usually gas aug- 
mented with ether. If malignancy is present an 
adequate application of radium should be made 
immediately after the lesion has been thoroughly 
electrocoagulated. This treatment should be fol- 
lowed by a full course of deep x-ray treatments, 
and repetition of radium applications as indicated. 

It is always advisable to do a thorough diag- 
nostic curettage in all cases where malignancy is 
suspected. The curet should not be used in the 
uterine canal until the lesion located in and about 
the cervical canal first has been sectioned for 
microscopic check-up and thoroughly electroco- 
agulated. All remaining abnormal cells in the cer- 
vical region should be destroyed before the curet 
is passed over it into the fundal portion of the 
canal. This order of technique minimizes the 
danger of transplanting malignant cells from the 
cervical portion of the canal to the fundal if such 
transplantation is possible. 


CONTRAINDICATIONS 


The contraindication for electrodiathermic de- 
struction of abnormal lesions in the cervical re- 
gion are the same as they would be in any other 
part of the body. If there is any reason to suspect 
a luetic condition a Wassermann test should be 
made. If this is positive the patient should be 
put on an intensive antiluetic treatment until a 
negative reaction to the Wassermann test is ob- 
tained. There is a tendency for the lesion to be 
sluggish in its reformation to normal when active 
lues is present. 

Examination of smears taken from the cervical 
canal and the vaginal discharge should always be 
made. If the Vincent’s spirilla or fusiform bacilli 
are present this infection should be cleared up 
with local applications of a 10 per cent copper 
sulphate solution or neoarsphenamin in glucose 
solution, augmented with intravenous injections 
of neoarsphenamin. 


TREATMENT DURING PREGNANCY 

Some writers intimate that it would be pre- 
carious to use electrodiathermy on the cervix of 
a pregnant uterus.- This does not hold true when 
the electrodiathermy treatment is administered 
with due care and precaution. Complete destruc- 
tion of the abnormal lesion in the cervix can be 
obtained without interfering in any way with the 
process of gestation. Two precautions are taken 
in treating a gravid uterus. Do not insert or make 
contact in the canal with the electrode more than 
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0.5 cm. beyond the rim of the external os of the 
cervix, and always apply the indifferent block tin 
plate to the outer region of the thigh, and when 
an assistant is interposed in the circuit have her 
apply the hand to the thigh of the patient. Do 
not make application of the indifferent or surface 
electrode over the lower part of the abdomen or 
pubic region. Obtain an indirect course of cur- 
rent from the point of contact of electrode to the 
cervix and the outer surface of the body so that 
the circuit will not pass through the fundus of the 
uterus. Erosions have been successfully removed 
and the mucosa of the cervix restored to normal 
when the fundus has been in various stages of 
gravidity without interfering in any way with the 
process of gestation. 

A focal infection in or about the uterine cervix 
is undoubtedly responsible for a great many seri- 
ous secondary complications, such as endometri- 
tis, metritis, parametritis, salpingitis, pyosalpynx, 
oophoritis, and plebitis in the broad ligament and 
the lower extremities. Pelvic abscess and peri- 
tonitis may all have their inception from an origi- 
nal focus in the cervical mucosa. In addition 
serious systemic disturbances may be traced to 
the absorption of the bacterial detritus and toxins 
from an original focus in the cervix; nor is it be- 
yond the range of probability that remote second- 
ary infections may come from this same source by 
invasion through the blood stream or lymphatics. 


CONCLUSIONS 


Electrodiathermic treatment of lesions of the 
uterine cervix is more efficacious than topical 
medical applications. 

Electrothermic treatments of cervical lesions 
are more conservative than any of the surgical 
operations when it is feasible to apply these 
methods. 

Electrodiathermic treatment of lesions of the 
uterine cervix does not interfere in any way with 
successful plastic operations for the repair of 
extensive lacerations, but leaves a clearer and 
cleaner field for these procedures. 

Electrodiathermic methods of treating very per- 
sistent and obstinate neisserian infection of the 
uterine cervical mucosa have proven most effi- 
cacious. 

Electrodiathermic treatments of cervical ero- 
sions and the adjacent inflammatory tissue do not 
impair the sphincter action of the musculature of 
the uterine cervix nor interfere with its normal 
distensibility during parturition. 

Electrodiathermy should receive the careful 
consideration and respectful recognition of all 
obstetricians and gynecologists who are interested 
in conserving the function of this regenerative 
organ, and in preventing the occurrence of cancer 
of the cervix. 

1228 Pine Avenue. 


DISCUSSION 


A. V. Pettit, M.D. (350 Post Street, San Fran- 
cisco)—In the vast majority of all infections of the 
female generative organs, the cervix of the uterus is 
the portal of entry. The infection lies in the depths 
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of the mucus-secreting glands lining the canal from 
the vaginal portion to the internal os, the infection 
diminishing in intensity as the internal os is ap- 
proached. The pathway of spreading infection from 
this focus is along the lymph spaces to the para- 
metrium. . 

Effective treatment of cervical infections in the past 
has only been possible by destructive procedures such 
as actual cauterization or the conical enucleation of 
the gland-bearing area, by sharp dissection. Both of 
these methods are effective in that the infectious focus 
is removed. 


Diathermy now presents a method by which infec- 
tion of the cervical glands can be destroyed without 
also destroying the living cells of the cervix, if the 
invading organism is the gonococcus. The method is 
a rational one and depends upon the difference in 
resistance to heat possessed by the gonococcus and 
living tissue. The gonococcus is quickly killed by a 
temperature of 113 degrees F. in vitro and seems vul- 
nerable to lower temperatures in the tissues of the 
body, while the epithelial tissue cells resist a tempera- 
ture of 118 degrees F. and connective tissue a much 
higher temperature. Other frequently invading organ- 
isms such as the streptococcus, staphylococcus and 
colon bacillus resist temperatures as high as the 
tissues. 


In my experience with diathermy, using the inactive 
mesh terminal encircling the lower abdomen and 
either the high vaginal or the intracervical active ter- 
minals at temperatures of 108 to 116 degrees F. for 
thirty-minute periods repeated from one to three times 
weekly, I have been unable to note any improvement 
in pelvic inflammatory lesions which were due to 
organisms other than the neisserian. On the other 
hand, this method of treatment has been very effec- 
tive in destroying the evidence of gonorrheal infec- 
tion of the cervix, urethra and internal pelvic organs. 
The internal effects noted seem to me to be due to 
the destruction of the infection in the cervix rather 
than to any deep effect of the heat. 


The treatment of other cervical lesions such as 
erosions, papillary growths, polyps and nabothian 
cysts by using the destructive or coagulation effects 
of diathermy are as satisfactory in my hands as the 
actual cautery, the varying degrees of heat and its 
penetration possibly more delicately controlled with 
the high frequency. 

In the treatment of cervical malignancy, diathermy 
of course plays a minor rdéle. It is useful in removing 
fungating masses of carcinomatous tissue in order to 
facilitate the proper distribution and placement of the 
radium capsules or needles. In removing sections of 
suspected tissue for microscopical diagnosis I prefer 
the knife to the curet, the site being cauterized either 
with the actual cautery or the high frequency. 

Resistance by the medical profession to the adop- 
tion of diathermy as a valuable method in the treat- 
ment of disease is understandable and, I believe, 
wholly justifiable in the face of the rather extravagant 
claims by many of the proponents, and especially 
in the absence of well-presented case reports and 
pathological evidence. The use of diathermy marks a 
distinct advance in our conservative treatment of 
gonorrhea in the urethra, cervix, and indirectly of the 
internal pelvic organs. In its destructive effects it is 
probably superior to the older electric cautery. 


% 


R. H. Suippey, M.D. (Metropolitan Building, Long 
Beach)—The situation of the uterus renders it an ideal 
organ for treatment by electrodiathermy. Following 
the application of coagulation, desiccation or carboni- 
zation of the tissues we can always count upon ade- 
quate drainage which is a very potent factor in healing. 

My experience is very limited in treatment by elec- 
trodiathermy. Having observed both satisfactory and 
unsatisfactory results in its application I have come 
to the conclusion that there is much good to be de- 
rived from its proper application; and I have come to 


ELECTRODIATHERM Y—MIKELS m1 


the further conclusion that no one should practice this 
treatment without having had thorough preparation. 
This means that a surgeon should at all times know 
the extent to which it is being applied and whether 
it is performing its mission, as certainly much harm 
might otherwise be done. A point brought out by 
Doctor Mikels is to my mind of great importance, 
viz., electrodiathermy treatment of uterine cervical 
lesions in pregnancy. All who do obstetrics will agree, 
I am sure, that we are confronted a great many times 
with a pregnant uterus having the cervix either badly 
torn or eroded. Fortunately we have been in a posi- 
tion to observe some of Doctor Mikels’ work in this 
line, and the results have been most satisfactory. We 
believe that much good should come from this form 
of treatment if for no other purpose than to prevent 
the secondary puerperal infections and complications. 
& 


Frank W. Lyncu, M.D. (University of California 
Hospital, San Francisco)—Diathermy is rapidly estab- 
lishing a place in the treatment of certain chronic in- 
flammatory conditions of the cervix that are now 
believed to favor the development of cancer. There 
is no doubt whatever that as such it has accomplished 
much good and made unnecessary many mutilating 
cervical operations upon young women in the child- 
bearing period. 

The method is comparatively new, since until quite 
recently the instruments have not been without funda- 
mental objections. Consequently it must have a long 
trial before all of its good and bad points can be prop- 
erly evaluated. The many good points are elaborated 
in Doctor Mikels’ paper as are many proper restric- 
tions. There can be no objection to Doctor Mikels’ 
conclusions. 


Personally I feel that the future will register less 
objection to the method than to those who will at- 
tempt to use it for purposes for which it was not 
intended, namely, the treatment of acute, or subacute 
neisserian infections, and of malignant disease. 


While I have seen many good results from the 
treatment I have seen some bad ones, such as pus 
tubes following cervical treatment presumably of fairly 
acute cases, and also cervical carcinomas which were 
activated by the diathermy. Therefore I feel that all 
who take up the method should be acutely conscious 
of its restrictions as Doctor Mikels has indicated, 
and should never treat cervical lesions even remotely 
suggestive of carcinoma without first making frozen 
sections. This, of course, would turn many candidates 
from the office to the operating room for treatment, 
an objection not vital to my mind. 

The difficulties attending the recognition of early 
carcinoma are many, as I well know, since three times 
have I learned from laboratory sections that cervical 
tissue removed by me as benign at operation were in 
reality early carcinoma.: Fortunately no loss of life 
resulted as the error was corrected in time, but always 
with unnecessary pain. As a result I always make 
frozen sections of all remotely suggestive cases before 
undertaking treatment. This should invariably be done 
with diathermy cases, since the tissues are destroyed 
and the laboratory cannot subsequently correct the 
diagnostic error. 

I am fully aware that cervical polyps are not 
thought to carry malignant areas and as such can be 
snipped off in the office and the base burned by the 
cautery or, better, diathermy. Personally, however, I 
have seen many carcinomatous areas in the bases of 
such polyps and therefore reserve all cervical polyps 
for surgical procedures as I do cervical lesions in 
women past the child-bearing age. 

Yet even with the restrictions cited by me I feel 
there is a fairly large field for gynecological dia- 
thermy. I am much interested in Doctor Mikels’ treat- 
ment of the infected cervix in the pregnant patient. 
There is no doubt of the threat occurring in labor if 
the vagina contains many streptococci, even though I 
would hesitate so to treat it. 
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Doctor Mixes (closing)—The pur- 
pose of this paper is to establish the 
efficacy of electrodiathermy in the 
treatment of many important uterine 
cervical lesions which were heretofore 
disregarded or radically removed by 
surgery and to emphasize its limita- 
tion so that this method will not fall 
into disrepute. Doctors Pettit, Ship- 
pey and Lynch have recognized the 
superiority of this method in the con- 
servative treatment of cervical lesions, 
and by doing so have augmented 
the professional interest in rational 
electrotherapy. 

As the knowledge of the indica- 
tions and the limitations of electro- 
diathermy are acquired this method 
will find a proper place in our thera- 
peutic armamentarium. Statistical de- 
ductions are not essential in sub- 
stantiating the claims made for its 
efficacy, since concrete examples of 
excellent results and the clearing up 
of impending and apparent secon- 
dary complications have so frequently 
and consistently occurred in properly 
selected cases. 

The alertness and precision in the 
early recognition of suspected malig- 
nancy of the uterine cervix will obvi-j 
ate the unwarranted hazard and the 
jeopardy to which many women have been subjected. 
The burden of responsibility rests with the gynecolo- 
gist. This responsibility should be associated with 
scientific and conservative action. If it can be so done, 
then this small contribution will not have been with- 
out avail. 


eT 





THE LURE OF MEDICAL HISTORY 
PARACELSUS 
By Jean Ouiver, M.D. 


66 FoR the two years that I lived intimately 

with him, he gave himself up both night and 
day to debauched drunkenness—in fact it was 
almost impossible to find him two successive hours 
except completely drunk. . He boasted of 
knowing occult things and pretended to announce 
in advance the course of events. . . . As to his 
‘laudanum’ he praised its efficacy to the point of 
affirming without the least hesitation that with 
this remedy he could raise the dead”—this from 
his secretary, Oporin. 

“He maintained that his sword, which he had 
received as a present from an executioner in Ger- 
many, imprisoned in its handle a familiar genie 
called Azoth. The sacred gauge of his supernat- 
ural power, he kept this sword night and day by 
his side. Moreover when separated from this 
talisman, inspiration failed him, his prestige and 
the fascination that he exerted on the mind of 
the crowd vanished.” 

“Often we would see him arrive drunk at the 
hall where he gave his courses, holding in one 
hand the famous sword and with the other lean- 
ing against a pillar. In this attitude he displayed 
the brilliance of his wisdom in an improvisation 
embellished with the coarsest invectives.” 

These are but a few of the opinions by his con- 
temporaries on the character of Philip Aureolus 
Theophrastus Bombastus von Hohenheim, called 
Paracelsus. Hardly the picture of a reformer, and 
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although these opinions may no doubt be dis- 
counted on the basis of the antagonism which 
Paracelsus aroused in the profession of his day, 
still there remains enough to demand explanation 


from his supporters. His name in fact has en- 
tered into two languages as a term of reproach. 
Even now one finds in bookshops his works 
among the “esoteric” philosophies, for he is still 
a support for the Rosicrucians and other modern 
devotees of the astrological “sciences,” with his 
talk of sylphs and salamanders, his ens astrale, 
the influence of the stars “which surround the 
earth as the shell of an egg and contaminate the 
air with their poisons,” and his presiding Archaeus 
which “lives within us, the microcosm, and is the 
dispenser and compositor of all things.” 


There is of course the obverse of the medal. 
His attack, though not in the gentlemanly manner 
to say the least, on the authority-ridden profession 
of his day was a step which took a courage we 
can hardly appreciate. He reformed chemistry 
and introdoced its use into medicine—described 
zine and originated the term “reduction” as ap- 
plied to chemical processes. His conception that 
the human body too was composed of chemical 
substances and operated in part at least by chemi- 
cal procedures was a foreshadowing of the modern 
physicochemical theory of vital processes. He was 
indeed an alchemist, but of a different stamp than 
his predecessors. For he says, “Many have said 
of alchemy that it is for making gold and silver. 
But here such is not the aim, but to consider only 
what virtues and powers lie in medicines.” And 
again—“for the baker is an alchemist when he 
bakes bread, the vine grower when he makes 
wine—whoever brings that which occurs in nature 
to the point which was intended for it by nature, 
he is an alchemist.” And his “arcana,” though 


fantastically termed, are at least a search for 
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active principles in the elaborate and massive 
mixtures of his day. The term “laudanum,” 
whether opium or not, we owe to this attempt at 
simplification. 

Is it possible, then, to reconcile these two dif- 
ferent pictures and, being charitably inclined, 
rationalize the man’s obvious faults with his 
equally apparent virtues. It is not enough, as some 
critics have done, to sweep away all of the con- 
temporary criticism as the product of an outraged 
dignity on the part of the profession, or to explain 
Paracelsus occult vagaries by the contention that 
it was the style of the times. Vesalius indulged 
in no such nonsense. The answer to the enigma 
of his character must lie within the man himself. 

We start with a remarkably brilliant mind, asso- 
ciated with an almost abnormally voracious curi- 
osity and desire for knowledge. His early life, 
from his own accounts, is entirely disorganized. 
He wanders over the entire continent, grasping 
at knowledge wherever he can find it, not exclud- 
ing, so he states, the humble contribution of tavern 
keepers and gypsies. His status when he at last 
wishes to put in practice this knowledge is entirely 
irregular—he has no degree and his vagabond life 
and dubious manners expose him to still greater 
criticism from a cultured and extremely formal 
profession. The attitude of any organized body 
of learning to the entrance of such a character 
into its midst can be readily imagined; and the 
response which he made is also that which would 
naturally follow—a violent “defense mechanism” 
which displays itself in a combination of self- 
aggrandizement and vituperation. And as he con- 
tinually is thwarted in these encounters with 
authority, he can but draw still further on his 
apparently inexhaustible store of invective and, to 
use the word his name has given us, bombast. 

His scientific vagaries are also explainable by 
the same hypothesis. His ardent craving for 
knowledge, for an understanding of things in a 
more rational way than that of the ancients, drives 
him on. But unlike Vesalius he has invented no 
technique for its acquisition—he can only repeat, 
on the one hand, the putrefaction, calcination, re- 
verberation, tinction, and reduction of the medie- 
val alchemist, gleaning a few isolated facts in his 
course; and on the other, in his attempt at an 
explanation of phenomena which he could not 
analyze, lacking a technical method, to reach still 
higher flights of transcendental pseudoscience. 

A man whose aspirations are those of a 
genius—whose mind in its brilliancy is capable 
of the utmost, baffled at every turn. Such was 
Paracelsus. Denied the right to pursue his work 
under proper conditions by his contemporaries, 
denied by nature the inspiration of a method that 
would enable him to follow to a logical conclu- 
sion the visions that he dreamed. Enough to turn 
a less sensitively balanced mind to madness. 

The illustration which we show is from his 
collected works. A remarkable portrait, though 
probably not by Tintoretto, as the subscription 
states, for the artist was only 18 years old when 
Paracelsus died. In any case, it is a fitting frontis- 
piece to a beautiful, if queer, book, that is worth 
investigation. 
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CLINICAL NOTES, CASE REPORTS 
AND NEW INSTRUMENTS 


PREVENTION OF INJURY TO THE 
MUSCULOSPIRAL NERVE 


CASE REPORT 


By E. B. Towne, M. D. 
San Francisco 


"THE musculospiral is the most vulnerable nerve 

of the extremities. Many of its injuries are 
avoidable, and some which cannot be prevented 
are easily corrected. The patient with a wrist- 
drop has a useless hand, and his period of dis- 
ability, if the nerve has been divided, is upward 
of a year after resection and suture. There is, 
therefore, a needless economic loss, as well as a 
fertile field for legal complications, in avoidable 
injuries of the nerve. 

The course of the musculospiral nerve and its 
relation to the humerus account for its marked 
susceptibility to traumatism. As it winds around 
the bone in the musculospiral groove it lies di- 
rectly on the periosteum. It may be lacerated by 
fractures of the middle third of the humerus, 
or caught between the fragments during closed 
reduction, or compressed by callus during the 
process of healing of the fracture after closed re- 
duction. These are unavoidable injuries. Those 
which can be prevented are always the result of 
operation, either for open reduction of fresh frac- 
tures, or for non-union, or for osteomyelitis of 
the humerus. An improperly placed incision may 
divide the nerve, or the unseen nerve may be in- 
cluded in a suture or crushed by a hemostat, or 
it may be compressed by callus after it has been 
exposed and protected during open reduction of 
a fracture and then allowed to lie-in contact with 
the ruptured periosteum. 


UNAVOIDABLE INJURY 


The following case reports illustrate two types 
of damage to the nerve which cannot be avoided: 


Case 1. Compression Paralysis Due to Callus Forma- 
tion After Closed Reduction of the Humerus—A man 
aged 24 was seen May 20, 1925. Two months previ- 
ously he received a transverse fracture of the middle 
third of the right humerus. A closed reduction was 
done. About two weeks later a wrist-drop developed. 
Examination showed a healed fracture in good posi- 
tion. The supinator longus and the extensors of the 
wrist, thumb, and first phalanges of the fingers were 
paralyzed. At operation the nerve was dissected out 
of callus, its conductivity was established by faradic 
stimulation above the area of compression, and it was 
buried in the triceps muscle to prevent further contact 
with the callus. There was complete recovery of 
function of the paralyzed muscles three months after 
operation. 


This paralysis was obviously unavoidable. Once 
it developed, the diagnosis and the indications for 
operation were clear. The only certain method of 
protecting a nerve from further compression is 
to place living muscle between it and the callus. 

Case 2. Destruction of a Section of Nerve by Inclu- 
sion Between the Ends of the Fractured Bone—A man 
aged 28 was seen January 9, 1925. In March, 1924, he 


received a transverse fracture at the junction of upper 
and middle thirds of the left humerus. When the 
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splint was removed early in June he had a wrist-drop. 
He did not know whether this came on at the time 
of injury, or immediately after reduction, or later. 
June 19, 1924, the nerve was explored, and the report 
to the insurance company did not indicate that it had 
been left in a condition favorable for recovery. Ex- 
amination showed a complete motor and sensory 
paralysis. At operation, February 6, 1925, there were 
two neuromas, between which the nerve disappeared 
into the bone at the site of the healed fracture. Re- 
section and suture was done. The first evidence of 
returning function was seen in January, 1926, eleven 
months after operation. Eighteen months after opera- 
tion extension of the wrist and fingers was normal, 
but extension of the thumb was still weak. : 
The delay of three months before the unavoid- 
able injury of the nerve was discovered shows the 
importance of always examining for wrist-drop 


before and after closed reduction of the humerus. 


AVOIDABLE INJURIES 

Case 3. Instrumental Damage to Nerve During Opera- 
tion for Osteomyelitis of the Humerus—A man aged 30 
was seen November 17, 1924. Seven days before, he 
had been operated on for an old osteomyelitis of the 
right humerus. An incision was made through the 
lateral head of the triceps, from a point one inch 
above the external epicondyle upward to about the 
middle of the humerus. The surgeon said that the 
wrist extended when he started to close a hemostat 
to control bleeding at the upper end of the wound. 
The hemostat was immediately opened. After opera- 
tion there was a wrist-drop. Examination showed 
paralysis of the supinator and the extensors of the 
wrist, thumb, and first phalanges of the fingers, The 
history pointed to bruising rather than to division of 
the nerve. Under postural and nutritional treatment 
he recovered normal function in four months. 

This injury resulted from an unwisely placed 
incision. The surgeon knew that the upper end 
of the wound was very close to the nerve, which 
he would have avoided had it not been for bleed- 
ing from the superior profunda artery. A. K. 
Henry, in the British Journal of Surgery for July, 
1924, described an incision for exposure of the 
entire shaft of the humerus without danger to any 
nerve. The bone is approached along the anterior 
border of the deltoid, and then through the outer 
fourth of the brachialis muscle. The outer strip 
of brachialis forms a buffer between the rugine 
and the musculospiral nerve. This anterior in- 
cision is entirely safe, but lateral and posterior 
incisions are always dangerous unless the nerve is 
exposed and retracted. 


Case 4. Inclusion of Unexposed Nerve in Suture Dur- 
ing Open Reduction of the Humerus—A girl aged 12 
was seen December 8, 1923. She fractured the left 
humerus October 29, 1923. An open reduction was 
done the same day. The child’s parents -understood 
that the fragments were sutured with kangaroo ten- 
don through drill holes. Extension of the wrist was 
normal before operation, but immediately afterward 
there was a wrist-drop. Examination showed a mus- 
culospiral paralysis. There was a scar from the inser- 
tion of the deltoid nearly to the external epicondyle. 
X-rays showed a spiral fracture, with two drill holes 
in each fragment. At operation, December 10, 1923, 
the nerve was compressed in scar tissue under the 
upper two-thirds ofthe previous incision, and, at a 
point opposite a drill hole in the bone, it was further 
constricted by a narrow band The nerve was freed, 
its conductivity was demonstrated by faradic stimula- 
tion, and it was buried in the brachialis muscle. Func- 
tion began to return in February and was normal in 
May, 1924, five months after operation. 


This injury could have been prevented by ex- 
posing the nerve during operation, and protecting 
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it from later compression by transposing it into 
a bed of muscle. 

Case 5. Compression of Nerve by Callus After Open 
Reduction of the Humerus—A man aged 34 was seen 
July 16, 1920. May 23, he had received a double spiral 
fracture of the right humerus. After two unsuccessful 
attempts at closed reduction an open reduction was 
done, May 29. The incision was through the middle 
head of the triceps muscle. The musculospiral nerve 
was dissected free and carefully retracted, and the 
fragments of bone were fixed in position with three 
silver wires, The nerve was then dropped back in its 
normal position. After operation and until June 20 
the nerve functioned, but on June 28 he had a com- 
plete wrist-drop, At operation, July 17, the nerve was 
dissected out of callus, its conductivity was demon- 
strated by faradic stimulation, and it was buried in 
the triceps muscle. Function began to return in five 
weeks, and was normal in four months. 

The surgeon who did the open reduction used 
great care in exposing and protecting the musculo- 
spiral nerve during operation, but he failed to 
protect it from callus. There is some risk of com- 
pression by new bone after a closed reduction of 
the humerus, but this danger can always be 
avoided after an open reduction by placing live 
muscle between the bone and the nerve. 


COMMENT 


These case reports illustrate all of the common 
injuries of the musculospiral nerve except gun- 
shot and stab wounds, which are omitted because 
obviously unavoidable. The paralyses in Cases 1 
and 2 were also not preventable, but they are in- 
cluded in order to emphasize the importance of 
examining repeatedly for wrist-drop before and 
for weeks after a closed reduction of the humerus. 
If this is always done there can be no difficulty 
in deciding whether a paralysis is due to com- 
pression of the nerve by callus and therefore 
easily corrected, as in Case 1, or to laceration or 
direct compression of the nerve, as in Case 2. 
Needless delay in operating is eliminated if the 
diagnosis and prognosis are clear, because com- 
pression by callus calls for immediate operation, 
whereas about four months must elapse before 
one can be sure whether an immediate paralysis 
is recoverable, as in Case 3, or irrecoverable, as 
in Case 2. 

The last three cases illustrate avoidable injuries. 
There was direct surgical traumatism of the nerve 
in Cases 3 and 4. In Case 3 this could have been 
prevented by using Henry’s incision, which is 
most desirable when operating for osteomyelitis 
of the humerus. This incision may also be used 
for open reduction, but, though it protects the 
nerve from operative injury, it does not insure 
against later compression by callus if the peri- 
osteum is torn in the musculospiral groove. It is 
better to expose and retract the nerve during an 
open reduction. This was not done in Case 4, and 
hence the operative trauma. It was properly done 
in Case 5, which shows the necessity of placing 
muscle between the reduced fracture and the 
nerve to prevent compression by callus. 

CONCLUSIONS 

1. The function of the musculospiral nerve 
should be examined and recorded before and after 
closed or open reduction of the humerus and 
operations for osteomyelitis of the humerus. 
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2. If the periosteum of the musculospiral 
groove is lacerated by a fracture, there may be a 
delayed paralysis due to compression of the nerve 
by callus. This is to be avoided, in an open reduc- 
tion, by placing live muscle between the bone and 
the nerve. It may be corrected, after closed reduc- 
tion, by the same procedure. 

3. Henry’s incision, which leaves a buffer of 
brachialis muscle between the rugine and the 
nerve, gives the best insurance against injury of 
the nerve during operations for osteomyelitis of 
the humerus. 

4. Henry’s incision is not desirable for open 
reduction of fractures of the humerus. The safest 
procedure is to expose the nerve, retract it, and 
protect it from callus by transposition into a bed 


of live muscle. 
350 Post Street. 


PREMATURE RUPTURE OF FETAL 
MEMBRANES 
CASE REPORT 
By J. L. Pritcuarp, M.D. 
San Jose 

ONE of the complications of delivery which not 

uncommonly adds greatly to the length of 
labor, with its resultant deleterious effect upon the 
mother and the baby, is rupture of the fetal mem- 
branes prior to the onset of labor, or at any time 
before the cervix is fully dilated. It is not always 
possible to determine the cause of premature rup- 
ture of the membranes. In those cases which 
occur prior to the onset of labor, one should search 
for some defect in the membranes themselves. In 
a recent instance in which the membranes had 
ruptured spontaneously at the eighth month a 
pathological area about 7 cm. diam. was observed 
on one margin of the rent. The specimen was 
excised and sent to the laboratory. The patholo- 
gist reported that the thickened, gummatous- 
appearing tissue was due to the implantation of a 
placenta on the membranes, and that there was 
a papyraceous fetus in the membranes adjoining 
the placental tissue. 

The question of superfetation arises in this in- 
stance because a placenta and papyraceous fetus 
were incorporated in the membranes of the preg- 
nancy which came to term. Of course the possi- 
bility of a twin pregnancy is not overlooked, but 
it is rather unusual to have a fetus and placenta 
so situated. However, to prove superfetation it 
would be necessary to find two living fetuses of 
different ages, and two corpora lutea of pregnancy 
in different stages of development corresponding 
to the ages of the fetuses (Maury).* 

It is most commonly believed that all cases of 
papyraceous fetuses are simultaneous multiple 
pregnancies (Moss).? However, it is easy in this 
case to visualize a fertilized ovum implanting itself 
on the membranes of an existing fetus prior to the 
fusion of the decidua vera and reflexa. Then, too, 
one might logically hold that the implantation had 
taken place on the uterine wall as usual and later, 
due to compression or disease, had become sep- 
arated from the uterine wall and then attached to 


the membranes of the normally growing pregnancy 
(Long).® 


CASE REPORTS, ETC. 


This mother had had seven children, two of 
whom were twins. She was 34 years old, a Jewess, 
in good physical condition, having had the usual 
diseases of childhood with no serious illness since. 
Previous pregnancies and deliveries had been quite 
normal. 

The fetus was flattened out, being about 4 centi- 
meters long and 50 millimeters thick. Macroscopi- 
cally it was not possible to make out a cord. The 
specimen (fetus and placenta) was entirely sep- 
arate from the placenta of the pregnancy which 
came to term, being at least 16 centimeters dis- 
tant therefrom. The rent occurred along the mar- 
gin of the specimen which consisted of placental 
tissue. 

While the premature rupture in this case can- 
not be definitely attributed to the implanted extra- 
neous placenta, the presumption is strongly in 
favor of such a contingency. Judging from the 
appearance of the specimen one would be com- 
pelled to admit that the placenta had endeavored 
to function in its unusual and precarious situation. 
Consequently it must have weakened the mem- 
branes, as it is the nature of placental tissue to 
invade the viscera to which it becomes attached. 

The complication of a too early rupture of mem- 
branes is serious enough to warrant a careful in- 
vestigation of each case. While, as previously 
stated, the actual cause is many times obscure, 
light is often shed on the subject by finding some 
pathological tissue at the point of rupture or along 
the line of cleavage. 

304 Sainte Claire Building. 
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BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An open forum for brief discussions of the workaday problems of the bedside doctor. Suggestions for subjects 
for discussion invited. 


CLINICAL SIGNIFICANCE OF AMEBIASIS 
AND ITS RELATION TO DYSENTERY 


John V. Barrow, Los Angeles—Until very 
recently the clinical manifestation of amebiasis 
was considered predominantly that of dysentery. 
The total symptomatology of the protozoa-infested 
patient has been more carefully compiled in recent 
years. The aggregate sum of knowledge strongly 
suggests the establishment of a definite syndrome. 

We now feel that dysentery in these cases con- 
cerns itself with irritative intestinal lesions capa- 
ble of disturbing the peristaltic mechanism. When 
ulceration or excoriation of the bowel is exten- 
sive enough to irritate this mechanism, dysentery 
supervenes. This clinical condition does not ob- 
tain in more than 20 to 30 per cent of all cases of 
amebiasis, and I personally believe the ratio is 
below 20 per cent. Taking into consideration the 
whole clinical history and clinical findings, a much 
broader significance of amebiasis, i. e., the prob- 
able absorption of foreign products, especially for- 
eign proteins is suggested to me. All protozoa are 
protein in composition. Their bodies ‘disintegrate 
easily and their substance (protein) is water solu- 
ble and ready for immediate absorption from the 
bowel. They grow in that part of the intestines 
devoid of generated ferments, consequently their 
total protein content unchanged is capable of being 
absorbed directly. While they are living they can 
only exert an irritative influence, because living 
protoplasm is unabsorbable. When their bodies 
die and disintegrate, then follows the absorption 
of great quantities of foreign protein in molecules 
that are very complex, and the absorption of this 
can reasonably be expected to produce pathologi- 
cal changes such as occur in the reactions of 
allergy and anaphylaxis. 


The application of this principle explains many 
of the clinical manifestations of amebiasis with- 
out dysentery. It demonstrates the part it may 
play in influencing other physiological and patho- 
logical states without being in itself the whole 
cause. While the ameba may migrate to various 
parts of the body and establish colonies in many 
tissues, its biological habitat is essentially the 
colon, and any new location is by adoption only. 

The above conception of the subject associates 
clinical amebiasis not only with dysentery, but also 
with metabolic disturbances, endocrine disfunc- 
tions, iritis, arthritis, and other chronic diseases. 

at ae 

Alfred C. Reed, San Francisco—From the 
clinical standpoint, several points are in need of 
emphasis. The diagnosis of amebiasis is not an 
easy task and sometimes requires unusual atten- 
tion. It can best be made by the discovery of the 
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resting stage of the parasite, the cyst, in stained 
preparations. The Entameba histolytica is by far 
the most dangerous of the group, and its presence 
invariably means disease. The old conception of 
the ameba “carrier” has given way to a concep- 
tion of a parasitic colony invading the human host 
chiefly or entirely through the intestinal tract. 
The amebic forms which alone can reproduce the 
disease in another human host are the resistant, 
resting forms, the cysts. These resistant forms 
may contaminate food or drink, especially from 
the dirty hands of infected food handlers. In the 
human host the parasite lives to its own best ad- 
vantage when it does not disturb the domestic 
economy of the host, that is, when there is neither 
diarrhea nor dysentery. It is discovered under 
these conditions by the irregular appearance of 
cysts in the stools. When the number of bowel 
movements is much increased the trophozoites or 
active forms are found. These latter are difficult 
to identify and rarely are. sufficient alone for a 
complete diagnosis. 


Amebiasis is extremely common in California 
and is thoroughly endemic. It is a dangerous dis- 
ease always, and every person harboring the para- 
site must be considered not only a sick individual, 
but also a public health menace. Entameba his- 
tolytica is not clinically self-limited, but will infest 
the human host continuously until eradicated by 
proper drug treatment. 


This parasite has been demonstrated in blood 
vessels, lymph channels and tissue spaces as well 
as in many tissues themselves. Its ability to in- 
vade the body beyond the intestinal mucosa has 
been proved and there is no known reason why 
it may not invade almost any tissue of the body. 
The occurrence of dysentery as a symptom of its 
presence is primarily a matter of latitude and 
warmth of climate. The dysenteric syndrome may 
be produced by a large number of very different 
causes, and “dysentery” has changed from a diag- 
nosis to a symptom. 


Special caution is necessary in the use of the 
powerful drug emetin and its preparations. Poi- 
soning is easily produced by excessive dosage, and 
this excess may be either the result of one dose 
or cumulative from a series of small doses. The 
action of emetin is far from clear, and some of 
the therapeutic results claimed from its amebi- 
cidal use may be direct actions of the drug itself 
irrespective of any parasite. The same caution 
holds for the use of stovarsol and other arsenical 
preparations. Serious poisoning is not infrequent 
and they should be administered under careful 
oversight and in moderate dosage only. It is prob- 
able that length of treatment time is just as im- 
portant as in the case of malaria and also that 
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resistant infections are frequently due to invasion 
by the parasites of the appendix, bile system, deep 
tissues of the intestine and other parts of the body. 

The present advances in knowledge of amebi- 
asis are due to present methods of culture in vitro 
and in animals, and radical changes will doubtless 
appear in the near future in our understanding 
of this very important group of diseases. Pre- 
ventive treatment along the line of raising resist- 
ance to this class of infections may prove our 
most effective mode of combat. 

* * * 


Stuart Davidson, San Francisco—How often 
does the physician consider amebiasis as the cause 
of vague headaches and arthritic pains, etc., when 
there is little in the history to focus his attention 
on amebiasis as a causative agent? 


When we consider that amebae have been re- 
sponsible for symptoms almost as varied as those 
of lues; that they have been the basis of vague 
pains throughout the body; of anemia, neuralgia, 
iritis; fevers resembling malaria; of duodenal 
ulcers; chronic pancreatitis; cholecystitis; hepa- 
titis; coughs and expectoration with bloody spu- 
tum; even of skin lesions, we must expect to find 
amebae frequently and not alone when we have 
an acute fulminating type of dysentery. Amebae 
may be present in a patient with hardly any diar- 
rheic attacks, and amebae may also be the cause 
of attacks of mild diarrheas spread over a period 
of years, even though blood and mucus have not 
been present in the stool. 

At the present time, after participation in the 
World War by the United States, and the resul- 
tant likelihood of infection of the men in France 
and their subsequent spread as carriers after dis- 
charge over the United States, we have need to 
see that the diagnosis of amebiasis is not discarded 
until we have made repeated and thorough search 
of feces, proctoscopic examinations and duodenal 
content. In dysenteric types of stools, vegeta- 
tive forms are found in the slimy, bloody mucus 
portions, whereas cysts are mostly found in the 
solid portions. In our diagnosis emphasis must 
be placed on cysted as well as the vegetative 
organisms. 

Our treatment necessarily must be thorough and 
spread over-a considerable period of time, even 
though the symptoms presented at the beginning 
are cleared up rapidly. It is necessary to keep the 
patient under our guidance for so long a period 
of time, examining carefully stool and duodenal 
content, since one course of treatment may not 
eradicate the amebae. Treatment with emetin as 
well as neoarsphenamin or stovarsol produces 
good results. 

In conclusion we might say that amebic infec- 
tion does not necessarily mean acute dysentery 
and that amebic infection may appear under many 
guises and as the basis of many obscure com- 
plaints. Repeated examinations should be made of 
duodenal content, feces, and by the proctoscope. 
The combined treatment of emetin and neoars- 
phenamin periodically, with a check-up at inter- 
vals to prevent recurrences, is most efficacious. 
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John F. Kessel, Los Angeles—Until recently 
dysentery and amebic liver abscess were the only 
commonly recognized expressions of amebic in- 
fection, but within the last few years a new inter- 
pretation of amebic disease has forced itself upon 
us and now chronic amebiasis is becoming gener- 
ally recognized as an important clinical entity. 
There are a number of unsolved questions con- 
cerning this intricate subject and consequently 
there is considerable difference of opinion among 
those who are working in this field. 


Just what percentage of those persons who 
harbor the dysentery ameba in their bowel actually 
show clinical symptoms of importance is one of 
the questions still unsettled. It is very evident 
that the extent of clinical findings may vary in 
degree in different cases, ranging from the person 
with slight or negligible symptoms and who may 
be described as a “carrier” to the person with 
multiple disorders which may be traceable either 
directly or indirectly to the amebic infection. Cer- 
tain gastro-intestinal disorders, for instance, may 
be attributed directly to the impairment of the 
bowel by amebae, while a number of other clini- 
cal symptoms which are often associated with 
amebic infection may possibly be only indirectly 
the result of the infection. As for example, Sir 
Leonard Rogers (1922) draws attention to the 
common association of cirrhosis of the liver and 
amebiasis and favors the idea that the ameba 
which have gained access to the liver are the direct 
cause of the cirrhosis. Others working in the 
tropics today, however, who find this same asso- 
ciation suggest the hypothesis that the amebae are 
not directly the cause of the cirrhosis, but rather 
that they injure the bowel, preparing the way for 
the absorption of toxins through the portal system 
to the liver, thus causing the cirrhosis indirectly. 

Iritis is another disturbance commonly asso- 
ciated with amebic infection and here also it 
seems probable that the amebae may be only the 
indirect cause. Again, the working hypothesis that 
there is a relationship between Ely’s second type 
of arthritis and amebic infection seems to be 
apparent from the data presented by those who 
are working with the subject. However, experi- 
mental evidence is necessary to show whether this 


effect is caused directly or indirectly by the 
amebae. 


Another question of supreme consideration is 
the relative importance of racial virulence of the 
amebae and of host resistance to the invading 
parasite. Host resistance may involve further 
problems of (a) diet or vitamin deficiency, (b) 
symbiotic relationships with other animal parasites 
or bacteria, and (c) the effect of exposure or 
climate. Among those who hold that a difference 
in the virulence of the parasite is of greater im- 
portance is Brumpt, who maintains that there are 
two species of amebae morphologically identical, 
one being pathogenic and the other non-patho- 
genic. Craig on the other hand believes that host 
resistance is the more important factor. 

In recent experimental work completed by the 
writer in Peking Union Medical College and now 
in press, a series of kittens which were infected 
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with different size races of tne human dysentery 
ameba, obtained both from cases showing no or 
negligible clinical symptoms and from cases ex- 
hibiting atute amebic dysentery, all developed 
similar clinical and pathological findings. The 
writer concludes from these results that factors 
other than differences in virulence of the parasites 
are the more important in the production of 
disease. 

The questions here mentioned merely indicate 
a few of the many problems associated with the 
important subject of amebiasis which are waiting 
to be solved in a definite experimental manner. 
Such solution demands the closest cooperation be- 
tween the clinician and the laboratory investigator. 


* * * 


Herbert Gunn, San Francisco—For years 
amebae were rarely thought of by physicians ex- 
cept in the presence of a diarrhea or dysentery. 
When amebae were found in the stools of persons 
not suffering from diarrhea these persons were 
classified as carriers, and if diarrhea or dysentery 
was present the disease was called amebic dysen- 
tery. This viewpoint is still held by some at the 
present time, especially in England. 

Amebiasis is a much more comprehensive and 
accurate term, and it should include all cases in- 
fected with Entameba histolytica, carriers as well. 

The symptoms of amebiasis are protean, and a 
careful investigation into the history will leave 
but few cases to be relegated to the carrier class. 
Dysentery may be a symptom of amebiasis, but 
it occurs in only a small percentage of cases. In 
the tropics it would appear that dysentery is a 
more frequent symptom, but one must take into 
consideration the possibility. of complicating fac- 
tors such as bacillary dysentery before drawing 
definite conclusions in the matter. 

Carriers are generally recognized as a source 
of danger to the community, but the infection is 
likewise of grave import to themselves, as they 
may, without previous symptoms, develop such 
serious conditions as liver abscesses. 

The majority of amebic cases present a history 
of disturbance in some part of the gastro-intestinal 
tract. It is well recognized that the amebic infec- 
tion may be more or less localized to certain parts 
of the large bowel which readily explains why the 
symptoms are not always the same. The same 
thing is observed in carcinoma of the intestines. 
The lower down the ulcerating growth the more 
acute are the dysenteric symptoms. Undoubtedly 
some of the symptoms observed in amebiasis are 
produced by toxins emanating from the amebae 
or from the action-of the amebae on the tissues. 

There is no syndrome of symptoms charac- 
teristic of amebiasis. It is my firm belief that all 
persons harboring Entameba histolytica should be 
cleared of the infection as soon as possible. 

While amebiasis is of great importance to the 
clinician he must be on his guard or he will be 
led into serious error by the publications of en- 
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thusiasts which have appeared quite frequently in 
the literature since the great war. 


Some exaggerated statements as to the inci- 
dence would lead one to believe that about one- 
quarter of the population is harboring the para- 
site. Enthusiasts have discovered the parasite 
gamboling about merrily in nearly every part of 
the body. Gross errors of this sort are inexcus- 
able, but nevertheless they are being accepted, 
more especially in the United States. It may be 
possible for Entamebae histolytica to invade other 
tissues than the large bowel, the liver, and the lung 
when abscess is present, but it occurs so rarely 
that it can be practically dismissed from consid- 
eration by the clinician. 


Growing Shortage of Country Doctors—Memorial 
adopted at the annual session of the National Grange: 

According to the findings of a survey made for the 
General Education Board by Lewis Mayers and 
Leonard V. Harrison, published in 1924, there were 
approximately 33,000 physicians in places of 1000 in- 
habitants or less in the United States in 1906. In 1924, 
according to this report, this number had been reduced 
to 27,000, showing an actual loss of 6000 rural physi- 
cians in eighteen years. More recent investigation 
shows that almost one-third of the towns of 1000 or 
less, throughout the United States, which had phy- 
sicians in 1914 had none in 1925. The average age of 
rural doctors throughout the country in 1925 was 52 
years. Since the average age at death of American 
physicians is 62 years, it will be seen at a glance that 
the present generation of country doctors will have 
practically disappeared in another ten years. 

Notwithstanding this situation, we find that the 
Commission on Medical Education, which is now 
studying the subject, reports that with the medical 
school capacity we have in the country at the present 
time, and their graduates averaging 27 years of age, 
the number of physicians in practice is actually de- 
creasing and that their number will not regain its 
present size of 130,000 until 1965. In the meantime 
the population of the country, the commission esti- 
mates, will have increased from 115 millions to 164 
millions. 

The reason for this situation is not far to seek, and 
is hinted at by the committee in question. Under the 
minimum requirements which have been established, 
the prospective doctor must spend seven years after 
leaving high school in securing his education. Aside 
from the long period of pupilage, he must assume 
excessive financial responsibilities before he can begin 
the practice of his profession. This automatically 
operates to close the doors of the medical profession 
to thousands of those who possess all the natural 
qualifications to make them successful physicians 
under a more reasonable system of preparation. 

We are in hearty accord with a distinguished former 
president of the American Medical Association, Dr. 
William Allen Pusey, when he says: “If the poor boy, 
who is used to the simple life and to effort rewarded 
only by the simpler luxuries, cannot enter medicine, 
who is going to do the ordinary work of medicine in 
the city or in the country?. The man who can live 
without productive labor until he is 25 or 30 years 
old, who can spend $8000 or $10,000 on his higher 
education, is not looking for an ordinary practice 
among ordinary people in the cities, or for any prac- 
tice in the country.” 

If the supply of country doctors is to be replen- 
ished, these doctors must come from among the young 
men and women of the country districts, as was the 
case in former times. The type of graduates now 
being produced by our medical schools will not settle 
and practice in the country districts. This is conclu- 
sively proved by the experience of recent years.— 
National Grange. 
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HAPPY NEW YEAR! 


Ere this issue of CALIFORNIA AND WESTERN 
MeEpIcINE is placed in the mail the Christmas 
season of 1927 will have come and gone; and we 
trust, have left its joys and pleasures with each 
of the members of the California, Nevada, and 
Utah Medical Associations. 

Your journal wishes to extend to each of its 
readers the felicitations and best wishes for a 
Happy New Year; and feels that at this season 
it may extend this kindly feeling from every mem- 
ber to all other members of our respective state 
associations. 

* * * 

Some of us may have made distinct resolutions 
in regard to our aspirations and conduct for the 
year 1928. But whether to ourselves or to others, 
we have put such thoughts of new resolves in 
tangible expression, after all matters but little. 

It may be taken for granted that during this 
current year each of us desires to give to his 
patients the best of service; that each of us hopes 
to add to his knowledge and skill in the art and 
practice of medicine so that at the end of the year 
each of us will be an abler physician than at its 
beginning ; and that in our professional life from 
day to day each of us will not only be alert to his 
responsibilities to his personal groups of patients, 
but will let his vision, hands and heart also respond 
to the needs of organized medicine at large. 

* * * 

Organized medicine stands sponsor and pro- 

tects the legal and economic rights of each of us; 
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battles for the perpetuation and improvement of 
our standards of education and practice; makes 
possible through the above a pleasanter and more 
lucrative practice than would be otherwise pos- 
sible; and obligates each and every one of us, no 
matter what our professional position is or what 
we ourselves think it to be, to return this support 
of our personal interests by generous, reciprocal 
support of the aims of organized medicine. 


So again, to each and every one, on behalf of 
CALIFORNIA AND WESTERN MEDICINE, a Happy 
New Year, and likewise a successful one in both 
the personal and collective practice in medicine. 


TO THE NEWLY ELECTED OFFICERS OF 
COMPONENT COUNTY SOCIETIES— 
SOME THOUGHTS AND SUGGES- 
TIONS FOR THE YEAR 1928 


Newly elected officers of component county 
medical societies, the majority of whom were 
elected in December, in most instances assumed 
office on January 1. 

Each colleague who has been thus elected should 
appreciate that he has been the recipient of a dis- 
tinct honor. With that honor tendered him by his 
colleagues goes, however, a distinct obligation of 
service to organized medicine. 

For organized medicine is the expression of and 
spokesman for the medical profession, and the 
officers of the medical societies are the outward 
symbols and executives of organized medicine. 

* * * 

The calling of the healing art has many interest- 
ing phases. The physician in his daily work con- 
tacts largely with lay fellows, who in some one 
or other measure are not in good health. The phy- 
sician’s ministrations, which aim to restore such 
lay fellows to normal health and efficiency, make 
his a calling of mercy and of altruistic endeavor. 
But to do his work best for himself and his 
patients he must have knowledge and skill as well 
as kindly intent. 

A doctor’s relations to patients make his pro- 
fession more than usually individualistic. So much 
so that, in the routine of his daily responsibilities, 
the physician often may have but slight oppor- 
tunity to meet his professional brethren, and to 
talk over and consult with them on matters hav- 
ing an important relationship to himself or to the 
welfare of his guild. 

The necessities of his calling make the physi- 
cian, therefore, particularly dependent upon those 
whom he elects to office in his medical societies; 
and upon whom he must largely rely to be on 
guard to protect his own and his profession’s 
scientific, economic and ethical interests. 

That is why every officer of a component county 
medical society is under a heavy obligation to live 
up to the honor and implied service that has come 
to him in such official recognition. Members who 
do not wish to return generous service for honor 
generously conferred should not accept office in 
medical organizations. 

* * * 

The problems of organized medicine which con- 

front the medical profession in this year 1928 are 
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not radically different from those existing in the 
last several decades. A perusal of the Twenty- 
Five Years Ago columns, printed in this journal, 
should conVince any member of that fact. 

The new officers of our county societies for the 
year 1928, therefore, will be confronted with 
problems analogous to those which faced their 
predecessors. 

* * * 

A proper realization of one’s duties and a good 
start mean much in any enterprise. A consider- 
able number of the newly elected officers may have 
had only a limited experience in the ways and 
means of procedures in county society activities. 
On that account they may not be averse to a brief 
survey of some of the fields of work which con- 
front practically every county unit. Also those 
who have been in the harness of society work may 
be willing to check upon their own plans for this 
calendar year. 

* * * 

Out of our own past experience we are there- 
fore tempted to call attention to the following 
items as being among those which will be worthy 
of serious consideration and action by county 
society officers : 

1. Meetings: 

A medical meeting may be said to consist of 
three parts: (1) scientific; (2) business; (3) 
social or fraternal (and this last is by no means 
the least, even though, to the detriment of medi- 
cal organization, it seems so often overlooked by 
medical society officers). 

* * * 

The scientific portion of the meetings should 
aim to bring out live papers by local colleagues ; 
and discussion should be free and frank, and when 
positive or in opposition should not lead to mis- 
understanding or ill-feeling. 

We Americans can learn much from the Eng- 


lish in this regard, because Englishmen can dis- ” 


cuss subjects with one another with almost brutal 
frankness and opposition, and yet walk out of a 
meeting hall in good fellowship with colleagues 
who have been opposed ; much as do lawyers, who 
having battled acrimoniously with one another in 
the courtroom, leave the courtroom arm in arm 
to take luncheon with one another. 

The need of such a friendly attitude when 
sharp differences of opinion arise leads one to 
almost believe that debating societies might serve 
a very useful purpose in a medical school curricu- 
lum. The training in such debating societies would 
certainly be of as much service in after-graduation 
days as is a considerable amount of the abstruse 
and sometimes obtuse scientific knowledge for 
which there is found so little use in active practice. 

In addition to the papers by local members, 
county society program committees should make 
use of the California Medical Association Exten- 
sion Program Bureau and its excellent list of col- 
league speakers from other cities whose addresses 
cover a wide scope of subjects. A full roster of 
these speakers and the titles of their papers was 
printed in the October issue of CALIFORNIA AND 
WESTERN MEDICINE, pages 537-539. Every pro- 
gram committee should scrutinize ‘the bureau’s 
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lists, and aim at least four times a year to bring 

to the members of its own society the uplift that 

comes through exchange of opinion with such 

visiting colleagues. > 
* * * 

The business session is the second phase of 
meeting activities to be considered. In regard to 
the routine business of meetings, do not let this 
overemphasize itself. Such problems in any and 
particularly in large societies are often best 
handled by reference to the officers as a whole, 
or to a proper committee or to the board of coun- 
cilors of the organizations. 

In regard to problems in medical economics, 
these matters also can be handled in similar 
fashion, unless the question at issue is of so broad 
a scope as to merit general discussion by the 
membership at large. 

* * 

The social or fraternal session or hour is the 
third element of importance in a county society 
meeting. We doctors are very prone to forget 
that, by and large, most of us meet one another 
only occasionally; and that through lack of such 
personal contact we form prejudices at times 
against this, that or the other colleague which 
would be laughable if they were not often so 
pathetic and regrettable in their end results. 

From the standpoint of the best interests of 
organized medicine (and that means ‘always the 
best interests of every individual member of the 
profession) we are ourselves inclined to think 
that if the scientific session is 50 per cent of a 
medical meeting that almost all of the other 50 
per cent should go to the cultivation of the social 
or fraternal relationships between the members of 
a society. 

For let it be remembered and well digested 
mentally, that any physician seeking knowledge, 
in this day of the liberal use of printers’ ink and 
medical libraries, can obtain at a minimum of 
effort and expense access to the literature on any 
and all subjects in which he may be interested to 
the full extent of the time he may be able to give 
for their study and thought; and that attendance 
at medical meetings as a routine is by no means 
the best way of acquiring scientific knowledge. 

Let it also be equally well appreciated (and this 
is particularly the situation in the larger cities) 
how comparatively few of our members really 
know one another on a personal and good fellow- 
ship basis. Now there is no better way of break- 
ing down such restraints to good fellowship and 
united action than by breaking bread with one 
another. That also is worthy of remembrance. 

Our memory goes back to one large society 
where years ago we sponsored the expenditure 
of a very considerable amount of the society’s 
funds in providing a buffet supper at the end of 
each meeting at which the members would linger 
at times for an hour or so until the lights were 
dimmed as a gentle reminder to please vacate the 
rented hall. At that time, with half the member- 
ship of that society than today, there was a turn- 
out of members fourfold or more than at present. 
That greater attendance was not all the benefit 
by any means, for with those intimate contacts 
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developed much good fellowship and a very con- 
siderable esprit de corps. If your society has not 
tried this plan, permit us to urge you to institute 
it. If your society for some reason or other at 
some time discontinued it, permit us to urge you 
to agitate its reinstitution. 

* * * 


2. Membership Campaign: 

Of some 7699 licensed physicians in California, 
some 4410 are members of the California Medical 
Association. 

In other words, some 3289 licensed physicians 
and surgeons in our state are not members of 
medical societies of the counties wherein they 
have the right to practice. 

It is certainly a very proper question for every 
one of us to ask of himself, why are so many 
licensed colleagues not associated with us? 

Granted that some have retired from practice, 
that a certain number of others are for this, that 
or the other reason, not eligible according to our 
standards, it still must be evident that in this 
group of 3289 non-members there must be a very 
considerable number of colleagues who would 
benefit themselves, us, and the lay citizens of the 
state, if they were part and parcel of us. 

Has your society in its own district made an 
impartial and broad-minded study of this prob- 
lem? How many of such eligible practitioners are 
in your own county? 

We are not so strong either in our county or 
state medical associations that we should be in- 
different to these eligible colleagues who are now 
non-members. Every ethical, well-trained physi- 
cian, should be of us and for us. Our aims are 
for a better and abler profession in order to give 
a better and broader service to the citizens of the 
commonwealth. We need the aid of every prop- 
erly qualified colleague in California, and the aid 
of all such can do most good through the societies 
which collectively make up what is called organ- 
ized medicine. 


Why not determine in every one of our county — 


societies that in this year 1928 we will endeavor 
to find out why such eligible non-members are not 
of us, and then take steps to bring the eligibles 
into affiliation with us? 

For those who are in doubt as to how best to 
accomplish this end, reference is made to the edi- 
torial in the May, 1927 issue of this journal, page 
665, wherein a practical plan that had been suc- 
cessfully tried in the past was outlined. We would 
urge officers and members alike to refer to this, 
and then early in this year (for the beginning, 
not the middle or terminal months, are the psycho- 
logical months for a membership campaign) let 
us try to make our California Medical Associa- 
tion, through accretions of properly qualified new 
members in county units, develop into a still larger 
and outstanding state medical unit of our national 


association. 
* * * 


3. Other Activities: 

There are many other phases of county society 
work which could be discussed at considerable 
length, but such discussion must be postponed for 
future occasions. 


EDITORIALS 81 


Do not fail, however, through proper commit- 
tees or otherwise, to keep an alert contact on all 
public health activities of your district so that the 
interests of medical education and practice be not 
jeopardized through faulty legislation. 

* * * 


We trust our county society officers appreciate 
that the state society officers and councilors are 
most anxious to be of service in any phase of 
activity or service where county officers might 
think the advice and cooperation of state society 
colleagues could be of value. 

To local officers who are in doubt as to what 
and how to do, the state officers particularly invite 
consultation if it is thought such counsel could 


be of value in the solution of local problems. 
* * * 


In Conclusion: ; 

The year 1928. It is the year ahead of us. We 
will jointly write its history insofar as organized 
medicine in the states of California, Nevada and 
Utah is concerned. It is our hope that every 
county and state officer will measure up to his 
fullest obligations of service. If they do, the year 
will be a wonderful year for the California, Utah 
and Nevada Medical Associations, and for the 
medical profession and lay citizens of those states. 


EXPLOITATION OF PROFESSION 

Adverse comment in state journals has been 
rife concerning the recent scheme of a cigarette 
firm to foist upon the public the unthinking en- 
dorsement of a few physicians throughout the 
country as the studied and scientific research 
results of the medical profession. 

It is regrettable that any physicians should have 
thoughtlessly lent their support to this advertis- 
ing scheme. The profession that has studiously 
worked to protect the people from fraudulent 
claims of drug advertisers should be more alert 
and discerning. 

In the Readers’ Forum is a letter by Dr. Gayle 
Moseley calling attention to a new scheme and 
warning that in time “doctors will be flooded with 
requests for approval of every kind of food prod- 
uct.” Under Current Comment is an excerpt from 
the New York Journal of Medicine that is much 
to the point. 

With all the criticism that has been roused 
against unscientific endorsement and all the pub- 
licity that has been given the careless signature 
of a circular letter by some thousands of the doc- 
tors of our nation, it is hoped that never again 
will a single signature appear until the signer 
has incontrovertible proof that the claims he is 
endorsing are findings made after actual scientific 
investigation. 


MEDICAL SOCIETY ELECTION PRO- 
CEDURES—AWKWARD AND 
OTHERWISE 

One of our larger county medical societies has 
just gone through a somewhat unique and, what 
to many of its members was, somewhat of a sur- 
prising and confusing experience. 

The lesson to be learned from what happened is 
that all parts of medical society constitutions and 
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by-laws should be carefully weighed and fully 
understood as to the significance of the wording 
and phraseology used before being adopted. 


* * * 


What happened in this particular instance was 
this: 

The board of councilors by some revised by- 
laws, acting as a nominating committee, was per- 


mitted to make but one nomination for each office 
to be filled. 


Following the announcement of the council 
nominations, additional nominations could be 
made from the floor by any member at the first 
December meeting. 


For several years this by-law has been in force, 
but as no such additional nominations were made 
from the floor, the by-law in question was never 
put to the test of use. 

+ cm > 


In this last December, however, additional 
nominations were made and the names of the 
additional nominees were placed on the printed 
ballots. 

Then followed the voting, which according to 
the new by-law was designated as a “primary” 
vote. With only two candidates for several offices, 
it seemed reasonable to assume that the nominee 
receiving the largest vote would have the majority 
and would therefore be declared elected. 

Not so, however, for the phraseology was so 
involved that it was construed that it would again 
be necessary to vote for the same two candidates 
for certain offices. 

Had the issues and feelings been less wrought 
up than in this campaign, perhaps no harm might 
have resulted. In this case, however, feeling 
seemed to run high, and the total vote instead of 
being the usual three or four hundred ballots out 
of a possible more than fifteen hundred or so, ran 
beyond twelve hundred. 

This large vote was cast in both the primary 
and final ballots, with all the turmoil in evidence 
that would be incident to such an unusual vote. 

** * 


These thoughts are not penned to in smallest 
measure criticize the unusual interest taken in this 
particular election, for if we lived up to our full 
responsibilities in organized medicine we would 
have such a full response in suffrage function at 
each annual election of officers. That we fail to 
vote so many times in civic and professional re- 
sponsibilities of this nature, is a reflection on all 
of us who plead guilty to such failure. 

* * * 


The particular thoughts in the election being 
discussed to which we. are tempted to call atten- 
tion are the following: 

In the old by-laws which were discarded, the 
council, acting as a nominating committee, could 
nominate not only one, but as many nominees as 
it saw fit for any one office. 

In addition, any group of twenty members of 
the Association, by signing a nomination petition, 
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could nominate as many more members as they 
might wish. 

The balloting which then took place decided 
who was elected to office, and the election inci- 
dent was closed, with a minimum of misunder- 
standing or controversy. 

* * * 


The new by-law refinement of a “primary” and 
then a “final” balloting, with electioneering mani- 
fest in the interval, in a profession which is so 
individualistic as our own, is not apt to make for 
good feeling or harmony or to promote the best 
interests of organized medicine. 

Whatever does not make for a stronger, makes 
for a weaker organized profession. Our state 
association is made up of county units, which are 
the links of the chain which we call the state 
association. If one of the large and strong links 
of that chain is strained it carries that stress to 
marked degree not only in its own link, but also 
to a certain measure throughout the entire chain. 


In this great state association of which we are 
members we are interested in making each link of 
the chain stronger, not weaker. 


If through inadvertence some of the county 
units may have adopted procedures not conducive 
to the development of the fullest union, then it 
behooves such to consider a possible change of 


procedure. 
* * * 


The memories of older members of the state 
association go back to meetings and elections in 
the early days of our organization when issues 
became so tense that differences of opinions flamed 
at times into feelings of opposition that laid the 
foundations for misunderstandings which existed 
for years. No good can result to the interests of 
organized medicine when partisanship leads to 
such results. 

* * * 

In our own group of the healing art we are 
confronted with a sufficiently large number of im- 
portant problems still to be solved, to utilize the 
energy of every one of us, without dissipating 
any of it in misunderstandings of one another. 

Of course, we want interest and healthy rivalry 
in our annual elections of officers, for such in- 
terest sponsors developmental progress. 


We would, however, eliminate methods of pro- 
cedure which through cumbersome provisions pro- 
long healthy interest to the point where heated 
rivalry is engendered. 

Organized medicine to do its work must rely 
on a united profession. We want our issues, but 
once they are decided we should not dangle them 
before ourselves for a redecision. 

From our conversations with members of the 
county unit which has gone through the expe- 
rience which has been here cited, we believe that 
many colleagues are in general sympathy with the 
views here presented. The county society which 
has just gone through this new election experience 
will no doubt give its balloting procedures fur- 
ther consideration. Mention is here made of the 
matter because we profit through our experiences. 
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Current comment on medical progress, discussion of selected topics from recent books or 
periodic literature, by contributing members. 


Urology 


enal Circulation—The Circulation of the 

kidney is known to be peculiar and, in com- 
parison to the other glands and structures of the 
body, unique. The renal arterial system is, to all 
practical purposes, an_end system, there being 
no anastomosis of the arterial branches. All the 
blood that enters the renal artery passes through 
glomeruli with relatively insignificant exceptions. 
Occasionally a branch is passed directly to the 
exterior, becoming a capsular branch without hav- 
ing directly supplied a glomerulus, and very occa- 
sionally there may be a small branch directly 
breaking up into capillaries about the tubules with- 
out any intervening glomerulus. But these excep- 
tions are so rare as to have no significance with 
respect to function. This arrangement, therefore, 
provides a double capillary system; the primary 
being in the glomerulus itself, and the secondary 
being that formed by the breaking up of the 
efferent vessel from the glomerulus to supply dif- 
ferent portions of the tubules. The blood from 
the secondary capillary system is collected in small 
venous radicles which in general follow the course 
of the larger arteries back to the renal vein. 
Although the anastomosis has never been definitely 
demonstrated, it is presumed that these venous 
radicles freely anastomose. It is possible to inject 
one branch of the renal artery and have a back 
flow through the other branch, provided the renal 
vein is ligated, and this would only be possible 
in such an end arterial system with an anastomosis 
in this secondary bed of capillaries. Experimen- 
tally it has never been possible, however, to re- 
verse the circulation by way of the renal vein. 
Such a reversal would necessitate a back flow 
from the secondary system of capillaries through 
the efferent vessel to the primary system of capil- 
laries in the glomerulus and then on out through 
the afferent vessel of the glomerulus to the pro- 
gressively enlarging end arteries of the renal 
artery. Attempts to force a fluid or injection mass 
by way of the renal vein in reverse direction re- 
sults in rupture at some part of the venous system. 
It may be into the cortex and on to the surface 
by parenchymal extravasation or by one of the 
larger venous radicles of the capsule itself or occa- 
sionally into the pelvis, but this extravasation with 
forcible injection by way of the renal vein does 
not follow the course that a back flow follows by 
forcible injection of the ureter. This latter desig- 
nated pyelovenous back flow passes from the 
smaller angles of the minor calyces apparently 
directly into the venules at this situation and is 
unaccompanied with parenchymal extravasation. 
Just as complete injection of the venous system 


is possible by way of the ureter as by way of the 
renal vein itself because of the ease of this pyelo- 
venous back flow. 

The above understanding of the renal circula- 
tion is considerably undermined by an animal 
experiment recently reported in the German litera- 
ture. Ludwig Paunz (Die Inversion des Nieren- 
kreislaufes ; Zeitschr. f. d. ges. exp. Med. Bd. 52, 
H. 34, S. 548-549, 1926), undertook an experi- 
mental study with the purpose of reversing the 
circulation in the kidney with the hope of its prac- 
tical application in glomerular nephritis, on the 
view that such a reversal would give direct and 
better blood supply to the tubules. Surprisingly 
enough, he reports a successful experiment in one 
dog in which he divided both renal artery and vein 
and then reanastomosed the proximal end of the 
artery to the distal end of the vein, and the distal 
end of the artery to the proximal end of the vein, 
at the same time carefully ligating all perirenal 
and accessory blood vessels so as to obviate short 
circuiting of the reversed blood stream to the 
surface. According to the results of injection 
methods such a procedure would seem absolutely 
impossible, as there is no way for blood to get 
back to the renal artery except by way.of the 
glomeruli, and it hardly seems possible for the 
normal pressure of the renal artery to accomplish 
what cannot be accomplished artificially with a 
syringe or gravity method. Yet this experimenter 
reports that the circulation was apparently re- 
versed and that a few weeks later the opposite 
ureter was completely ligated and that normal 
renal function existed, proving that the kidney 
with reverse circulation was able to hyperfunc- 
tion in spite of this reversal of its blood supply. 
One cannot but wonder whether this particular 
animal used for the experiment did not possibly 
have a double ureter. Unfortunately the report 
was published two weeks after the experiment and 
before confirmation of results by autopsy findings. 
Reconsideration of the fact, however, that a back 
flow by one branch of the renal artery is possible, 
which would have to occur by reason of the free 
anastomosis of the secondary capillary bed, leads 
us to the definite possibility that a similar back 
flow would be possible if the fluid reached this 
secondary capillary bed by way of the renal vein 
instead of by one branch of the artery, and it is 
therefore possible that injection methods have 
not met the necessary conditions to produce this 
reversal. The proposition presents many points 
of interest, and is worthy of further investigation. 

Frank HINMAN, 
San Francisco. 
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Metabolism 


oe and Diabetes—In a fascinat- 
ing study Joslin’ deals with the important 
problem of arteriosclerosis in the diabetic. Years 
ago the Janeways of New York wrote on this 
subject. The diabetic patient lives and dies in the 
so-called arteriosclerotic zone. To demonstrate 
this fact several tabulations are presented which 
show the average age of men and women at the 
onset of diabetes, and roughly this is found to be 
at about 50 years. In 1925, in Massachusetts, 80 
per cent of the patients with diabetes were above 
the age of 50 at death. In the present epoch of 
therapy, i. e., the Banting epoch, with insulin, 
the number of diabetics in the arteriosclerotic zone 
is rising so that the ten-year cases have increased. 
Today, consequently, the diabetic, like the thin 
man, runs the danger of growing old. Likewise 
coma has dropped to a third its former incidence 
as a cause of death, whereas arteriosclerosis has 
risen threefold in importance. 

The criteria for the incidence of arteriosclerosis 
in diabetes are obtained chiefly through three 
sources, namely, from autopsies, from data on 
death certificates, and from the findings of clinical 
examination. Data from this last source are more 
accurate and extensive in recent years, due to the 
custom of more thorough study and the improved 
methods of examining peripheral arteries. Roent- 
gen examination of the arteries of the extremi- 
ties, the ophthalmoscopic study of the retinal ves- 
sels, and certain clinical evidence of vascular 
changes in the brain, heart, and kidneys, are now 
utilized in the medical investigation. 

A discussion of certain likely factors in the 
etiology of arteriosclerosis as encountered in dia- 
betes follows. This is centered around the food 
components used in the diabetic diet. Protein is 
acknowledged to favor rather than prevent the 
onset of arteriosclerosis. In the United States, 
Newberg and Marsh, and in Sweden, Petren, have 
advocated the low protein and high fat diet. It 
is agreed that excessive carbohydrate tends to 
obesity, otherwise starch is the ideal food to give 
to the arteriosclerotics and particularly those who 
have kidney disease. On the other hand, in the 
diabetic, carbohydrate produces hyperglycemia, 
and this in turn probably incites arteriosclerosis. 
Allen is quoted to the effect that arteriosclerosis 
is demonstrable in every case past middle life in 
which glycosuria has been present ten years or 
more. The presence of acidosis over a prolonged 
period is likewise adduced as a contributory factor 
in the production of arteriosclerosis, though posi- 
tive proof of this point is lacking. In Joslin’s 
opinion fat is the chief cause of the development 
of premature arteriosclerosis in the diabetic, if 
we except, of course, the factor of advancing age. 
The blood fat of the diabetic tends to be above 
normal and is never reported in a series of cases as 
below normal. The per cent of blood fat rises with 
the severity of the disease and varies particularly 
with the extent of the acidosis. Obesity and its 
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termination in arteriosclerosis is now well known, 
thanks to the emphasis that Joslin has made of 
this point in numerous former papers. Until com- 
paratively recently fat was welcomed in the dia- 
betic diet because it allowed the thin diabetic more 
food. Except in the milder types of the disease, 
fat leads to the accumulation of incompletely oxi- 
dized ketone radicals in the blood, and ultimately 
to death in coma. However, what we are more 
interested in today, is the remote action of the 
various food components and especially their rela- 
tion to vascular changes of the sclerotic type, since 
this is the complication which is now destroying 
the diabetic. Cholesterol is an important substance 
always associated with blood fat and is also gener- 
ally increased in the diabetic blood. 


Joslin then reviews some of the recent theories 
of the pathogenesis of arteriosclerosis. He points 
out the fact that clinically arteriosclerosis in dia- 
betes attacks the arteries of the heart and ex- 
tremities in preference to the cerebral vessels. In 
the future we must seek evidence to determine 
whether in the diabetic more arteriosclerosis is 
present than in the normal for the age and, fur- 
ther, whether cholesterol is present. In other 
words, is a different type of arteriosclerosis pres- 
ent in diabetes than that commonly observed in 
the non-diabetic? We shall also want to know 
whether cholesterol deposition in the arteries can 
be influenced by medical and dietary means. Vir- 
chow’s imbibition theory of arteriosclerosis, so 
named and modified recently by Aschoff,? may or 
may not be the correct theory of the pathogenesis, 


but it certainly fits in with the conditions found 
in diabetes. 


The prevention of arteriosclerosis in the dia- 
betic is a vitally important problem, and with our 
present knowledge something can be accomplished 
in a protective way. Fat must still be an impor- 
tant component of the diabetic diet, but the ques- 
tion arises what amount is it safe to allow in order 
to prevent the development of arteriosclerosis. 
First of all, we are quite sure that the quantity 
must be kept so low that body weight eventually 
will be kept normal or a trifle below normal. We 
know that fat metabolism goes on abnormally, so 
far as cholesterol is concerned, in both the diabetic 
and the obese. It stands to reason, therefore, that 
the closer we hold the weight to the lower limits 
of normal the safer it will be for the patient. Fur- 
ther, the diabetic most prone to develop arterio- 
sclerosis at an unusually early age has been the 
severe diabetic kept alive hitherto upon a low car- 
bohydrate and high fat diet. For the present, 
therefore, Joslin aims during the first few years 
of the diabetic regimen to raise the tolerance with 
the help of insulin, so that eventually the patient 
can take 100 grams of carbohydrate or even more 
with a relatively small amount of insulin. Thus 
insulin helps in allowing the diabetic to utilize 
100 grams of carbohydrate daily and consequently 
the total fat of the diet can be kept relatively 
low. This insures a lower level of fat in the blood 





2. Aschoff, Ludwig: Lectures on Pathology. Paul 
B. Hoeber, Inc., N. Y., 1924. See Chapter VI, Arterio- 
sclerosis. 
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and tissues, and thus retards the development of 
arteriosclerosis. As yet the exclusion of foods 
rich in cholesterol from the diet has not been 
advocated, since there are so many such foods 
and since cholesterol is too valuable a compound 
of the body cells to be treated in such a cavalier 
fashion. 

The final section of this thoughtful paper dis- 
cusses the treatment of diabetes and is written in 
the most characteristic, epigrammatic style for 
which Joslin is adept. The opening sentences are 
so forcible and impressive that I cannot do better 
than to quote them verbatim. “If a diabetic has 
known enough to live tefi years, be sure you know 
enough to make him live another ten years before 
you tamper with his diet. The arteries of the 
young diabetic are elastic and his diabetes is so 
pliable and amenable to all types of treatment that 
you can toss him about in your diabetic salon like 
a rubber doll. Not so the old diabetic. His arteries 
are thickened and sometimes hard, and his status 
must be changed as delicately as you would move 
a choice piece of bric-a-brac. If you wish to keep 
a few examples of this arteriosclerotic, diabetic 
bric-a-brac for your son to treat, be cautious. Be 
guided by my experience in the early part of this 
century, when with youthful enthusiasm I sud- 
denly reduced the blood sugar of a cherished Com- 
monwealth Avenue diabetic patient, Case No. 11, 
who at infrequent intervals had mild attacks of 
angina pectoris. In the early hours of the morn- 
ing I was called to her untimely death bed. And 
that other diabetic in 1922, Case No. 705, should 
be mentioned who also was found dead a few days 
after I reduced his blood sugar with diet and 
insulin.” Joslin then goes on to state that the 
rapid reduction of the blood sugar level in elderly 
diabetics may be disastrous through its effect 
on a diseased myocardium that is already poorly 
nourished by sclerotic coronary arteries. In pa- 
tients with a high blood pressure and a lowering 
of the sugar tolerance, a hyperglycemia may exist 
as a compensatory process to supply the require- 
ments of a malnourished heart. Hyperglycemia 
must not, therefore, be regarded from the diabetic 
standpoint alone, but from that of the needs of 
the entire body. In the elderly patient surely 
avoid any tendency toward hypoglycemia. 

ERNEsT S. pu Bray, 
San Francisco. 


Gastro-Intestinal Disorders 


astro-Intestinal X-Ray—I find that in com- 
mercial x-ray laboratories and in hospital 
x-ray departments as well, there is a tendency for 
the general practitioner to refer gastro-intestinal 
patients with a request for “x-ray examination of 
the stomach only.” 

This failure to make complete and thorough 
examination of the whole tract is a serious and 
vital mistake. It results in loss of prestige to the 
physician and disappointment to the patient. The 


chances of error are high enough without increas- 


ing them in this manner. 
The reasons for this error arise in a desire to 
please the patient who wishes to save expense. A 
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patient cannot be expected to understand the rea- 
son for “examining any other spot than where 
the pain is.” Whether it is true or not, let us 
credit the doctor with understanding the reasons. 
It is easier to feel that he understands, but allows 
himself to be persuaded to do what the patient 
wishes because some other clinician or laboratory 
has done the same thing. 

The stomach is the seat of pain referred from 
many areas in the abdomen. The vegetative ner- 
vous system is capable of referring painful sensa- 
tions either up or down in the spine, and that the 
stomach or epigastrium is the seat of pain or dis- 
tress, is no reason that the pathological etiology 
is located there. Gastric diseases are rare; intes- 
tinal diseases are very common, relatively speak- 
ing, and when there are gastro-intestinal symp- 
toms we need an intelligent search for the reason, 
not a simple looking to the spot where the reflex 
has placed the pain or symptom. This is, of. 
course, true of the entire examination, but we are, 
now speaking of x-ray examination particularly. 

The intestines are not the only organ that refer 
symptoms to the stomach; others are the rectum, 
the appendix, and the gall bladder. 

X-ray apparatus has been developed to a point 
of great perfection and facility of operation. Our 
commercial concerns are out to sell this apparatus, 
and men have installed x-ray equipment who, after 
having been taught the technical side of the work, 
are not. in any way qualified to interpret the find- 
ings. The patient cannot be expected to under- 
stand and discriminate in this matter intelligently. 
I hope for the day when there will be some regu- 
lation from “within the party.” We need organi- 
zation in general medicine similar to that in gen- 
eral surgery. I am sure the general practitioner, 
and laboratory worker as well, would do well to 
examine the patient completely and to the best of 


-his ability or not at all. If the patient cannot pay, 


it would be economy in the long run to adjust the 
price to the patient, or do the work gratuitously. 
R. MANNING CLARKE, 
Los Angeles. 


Orthopedics 


usion Operations on the Spinal Column— 

The joints of the spinal column are major 
weight-bearing joints, and when so severely dis- 
torted by injury or disease that useful motion is 
no longer to be expected, should be arthrodesed 
by callus or by fusion operation. 

It is two decades since Albee, Hibbs and others 
pioneered the field of operation, but only within 
the last ten years has spinal fusion been widely 
accepted. Such operations are today generally 
recognized as a most valuable means of promoting 
and hastening recovery both in tuberculosis and 
after severe fractures of the spine. 

The insertion of a single tibial graft in a cleft 
in the split spinous processes (Albee’s operation) 
has the advantage of simplicity and preserves the 
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mechanical leverage of the spinous processes. It 
does not so well insure a strong and permanent 
fusion as the Hibb’s operation, which directly 
obliterates the zygapophyseal articulations, lays 
down two lateral bridges of laminal shavings and 
a central bridge formed of the broken-down spin- 
ous processes. This operation is a rather tedious 
procedure and destroys the mechanical leverage of 
the spinous processes. 


For many years Hunkin has used tibial grafts 
placed upon the denuded laminae against the bases 
of the spinous processes on either side. This 
operation often produces good results, but pro- 
vides only an uncertain contact of the surfaces of 
the grafts with the irregular surfaces of the lam- 
inae and spinous processes, and does not directly 
block the zygapophyseal articulations. 

Magnusen bolts the spinous processes together 
with ivory screws and plates. This foreign body 
fixation, although it undoubtedly secures imme- 
diate temporary immobilization, probably does not 
often result in strong or permanent fusion. Metal 
plates used in a similar way by some European 
surgeons are even less commendable. 

Grantham (Journal of Bone and Joint Surgery, 
October, 1927), describes a method of fusion by 
insertion of a tibial graft in a tunnel, made at 
the base of the spinous processes with a special 
grooved osteotome. This would appear to be a 
rather dangerous resort to “blind” surgery and of 
limited application. 

In CALIFORNIA AND WESTERN MEDICINE, May, 
1924, the writer described a method of fusion by 
double tibial grafts sawed to shape and placed 
deeply within the cancellous bone of the split 
laminae in such way as directly to block the 
zygapophyseal articulations. At either end of the 
fused area portions of the spinous processes are 


left in situ, thus preserving the mechanical lever- , 


age of the spines. This method requires rather 
tedious technique, but insures a strong and early 
fusion. 


Operation should be limited to the fusion of 
the damaged segment or segments to each other 
and to one unimpaired segment above and below. 
The extension of the fusion to include further 
undamaged joints is a needless sacrifice of func- 
tion and tends only to weaken the center of the 
fused area because of the increased leverage upon 
it exerted by the longer rigid elements above and 
below. 

Rest in recumbency and mechanical support 
during early ambulatory convalescence are just 
as essential after fusion operation as in the so- 
called conservative treatment without operation. 
Fusion only hastens and improves the degree 
of recovery when it is used in conjunction with 
and not to supplant other rational measures of 
treatment. 

E. W. Cveary, 
San Francisco. 
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Ophthalmology 


ritis—There are two diseases that might be 
confused with an acute iritis, namely, acute 

conjunctivitis and acute inflammatory glaucoma, 
and these two diseases must be eliminated before 
treatment of iritis can be given. 

In an acute conjunctivitis there is no actual 
pain, except a photophobia and a feeling as if sand 
was in the eye. The pupil reacts to light. The lids 
stick together, especially in the mornings; and 
secretion can be seen in the conjunctival sac. If 
in doubt, it will do no harm to use one drop of a 
2 per cent homatropin to see if the pupil dilates 
evenly. 


An acute inflammatory glaucoma generally 
affects a person of middle age or past. It comes 
on suddenly with a severe pain in the eye, and 
is generally severe enough to produce vomiting. 
The cornea rapidly becomes hazy and insensitive. 
The pupil is dilated and immovable. The anterior 
chamber is shallow. The vision is rapidly cut 
down to perception of shadows. 


Iritis is an acute inflammation of the iris and 
ciliary body. There is increased photophobia and 
lacrimation, but no pus. The pupil is small, the 
cornea clear, and the anterior chamber is of nor- 
mal depth. There is a circumcorneal injection 
fading toward the fornix. The pain radiates to 
the temple of the affected side and is worse at 
night. If homatropin is used the pupil dilates 
irregularly, due to adhesions to the capsule of 
the lens. 


Iritis is a local manifestation of a constitutional 
condition. There is a focus of infection some- 
where that has to be located, and this focus can 
be found in practically every case if search is 
thorough enough. Brown and Irons? in their 
series of two hundred cases found syphilis alone 
caused twelve, gonococcal infections eight, tuber- 
culosis eight, dental infections twelve, tonsillar 
infections twenty-six, sinus infections one, genito- 
urinary without venereal infection six, and other 
infections three. 

After finding and eliminating the cause, active 
treatment to the eye must be instituted and kept 
up until all danger of adherence of the iris to the 
anterior capsule of the lens has passed. Atropin 
in a 1 or 2 per cent solution instilled into the con- 
junctival sac three times a day will usually break 
up recent adhesions and keep the iris free. In the 
event that these adhesions will not tear loose, then 
with the patient in.a reclining position, a 4 per 
cent cocain solution is instilled three or four times : 
a speculum is introduced; the bulbar conjunctiva 
is grasped with a small fixation forceps and a sub- 
conjunctival injection of three minims of 4 per 
cent cocain combined with 7 minims of adrenalin 
is done. This will usually free the adhesions, or at 
least a part of them. A few days later this may 
be repeated until all adhesions are freed. After 
the injection is made the patient should be kept 
in a reclining position and warned that his heart 


1. Brown and Irons: The Etiology of Iritis. Trans- 
actions of Section on Ophthalmology, A. M. A., 1923. 





January, 1928 


may beat rapidly, but that he need not be alarmed. 

In those chronic cases of iritis with an increased 
tension from complete adhesions, or in those cases 
of cataract where there is a complete adhesion, 
an iridectomy should be done, then an iris specu- 
lum introduced and all adhesions freed, being 
careful not to injure the lens. 

Anesthesia for such an operation is best ob- 
tained by morphin and scopolamin, combined with 
local cocain and by blocking the ciliary ganglion 
by a deep orbital injection of 4 cc. of 2 per cent 
novocain. 

WituiaM A. Boyce, 
Los Angeles. 


Dermatology and Syphilology 


romid Eruptions and Their Treatment— 
Skin lesions due to bromids result from idio- 
syncrasy for the drug or from accumulation of 
bromin in the system. The latter may be due to 
numerous underlying causes. These eruptions 
vary from stubborn acne, with ugly indolent pus- 
tules, to large abscesses, ulcers or granulating 
areas resembling blastomycosis. Also various ner- 
vous symptoms may develop. Manifestations of 
bromism may persist a long time after use of the 
drug has been discontinued, and bromin will con- 
tinue appearing in the body fluids. 

Udo J. Wile and his co-workers in the depart- 
ment of dermatology and syphilology of the Uni- 
versity of Michigan have developed a simple and 
effective method whereby the bromin producing 
these symptoms is quickly eliminated, with rapid 
subsidence of the skin lesions. In the July, 1927, 
number of the Journal of the American Medical 
Association (Vol. 89, No. 5, pp. 340-41), Wile 
describes his method, and gives references to his 
previous investigations of this subject. A new and 
simple modification of the test for bromin in body 
fluids as devised by G. H. Belot, is also described. 

It was found that “ingested bromid was with 
difficulty passed through the renal epithelium. 
Salts of bromin tend in consequence to be stored 
up in the tissues of the body. Bromid displaces 
the chlorid ion in the body, the ingestion of the 
former leading to rapid elimination of the latter 
with consequent chlorid deficiency. In cases of 
bromid intoxication the intravenous injection of 
physiologic sodium chlorid solution leads to the 
liberation of the bromid from the tissues, occa- 
sionally accompanied by a sharp renal irritation. 
The replacement of bromid in the tissue by chlorid 
immediately favorably influences the symptoms of 
bromism, notably those in the nervous system and 
in the skin, causing their rapid involution.” 

For the initial dose, Wile injects intravenously 
100 to 150 cc. of physiological salt solution. If 
well tolerated it is increased to 300 to 400 cc. 
given twice weekly. Naturally patients showing 
renal irritation are not good subjects for this 
treatment. 

I have been able to obtain similar good results 
in several cases. Recently Dr. Stuart Way and 
I observed the subsidence of a bromin acne in 
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four days after the administration of sodium 
thiosulphate. 

Harold Cole and Wile both find that x-ray 
treatment of the lesions while the patient is receiv- 
ing sodium chlorid causes the lesions to disappear 
much more rapidly than without radiation. Sev- 
eral clinicians have found that sodium chlorid 
given by mouth (in enteric-coated tablets) acts 
very well, but of course the intravenous adminis- 
tration is preferable. 

Harry E. ALpErson, 
San Francisco. 


Dermatology and Syphilology 


he Grenz Ray—The recent announcement 

of the development of a new agent, the Grenz 
or infra-roentgen ray, in the treatment of disease 
has stimulated the interest not only of derma- 
tologists, but of physicians in the field of general 
medicine. Bucky? has studied the effects of these 
rayS experimentally and clinically with the fol- 
lowing results: 

The rays occupy a position between the ultra- 
violet and roentgen rays, and consist of electro- 
magnetic oscillations of wave lengths of about 
two Angstrom units. They produce entirely new 
biologic effects, differing both from ultra-violet 
and roentgen rays. Bucky believes that the Grenz 
rays will replace roentgen rays in dermatology, 
at least so far as superficial therapy is concerned. 
The rays are entirely harmless because with the 
proper technique they are absorbed by the upper 
layers of the skin, saving the germinative layers. 
Promising results from this form of therapy have 
been observed in disturbance of the autonomic 
and endocrine systems. The acute symptoms of 
ulcer of the stomach and intestines have been 
quickly relieved following irradiation of skin areas 
of the trunk. Bucky has secured very encourag- 
ing results in cases of polycythemia, peritoneal 
tuberculosis, diabetes, angina pectoris, bronchial 
asthma and chronic irritative cough in children. 

In the dermatologic field such diseases as pru- 
ritus, eczema, acne rosacea, lichen planus, pruritus 
ani, ringworm of the scalp, paronychia, warts, 
mycosis fungoides, Kaposi’s sarcoma, epithelioma, 
carbuncles, and furuncles have been successfully 
treated. 

Bucky mentions the following practical advan- 
tages of the method: probability of absolute 
safety, possibility of replacing changed skin with 
normal, markedly shortened healing period, re- 
markable cosmetic results, lack of danger of 
repeated irradiation and new indications, such as 
the influencing of internal organs by the skin. 

Considering the wide range of usefulness of 
roentgen rays and ultra-violet rays it may not 
be too much to hope that further clinical data will 
substantiate these findings. 

SAMUEL AyRES, JR., 
Los Angeles. 


1. Bucky, Gustav: Actual Superficial Therapy by 
“Grenz” (Infra-Roentgen) Rays, Arch. Derm, and 
Syphil., 15:672, June, 1927. 
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Proctology 


ectal Examinations—Rectal examinations 
R are-singularly neglected. Not only in gen- 
eral cases, but also where the symptomatology 
points definitely toward the colon and rectum, 
practitioners are seemingly reluctant to make a 
thorough examination of the anus and interior 
of the rectum. 


Cases of most severe, chronic diarrhea have 
been referred from one specialist to another and 
all manner of chemical tests and roentgenologic 
examinations done. Finally after months, or even 
years, rectal examination may reveal an obstruc- 
tive neoplasm, malignant or benign. Such lesions 
are so often not only demonstrable by procto- 
scopic examination, but their existence can often 
be discovered by the finger. 


Lotheissen* points out that many rectal dis- 
eases can be diagnosed by inspection alone ; usually 
a digital examination is advisable. Thus will the 
danger of treating hemorrhoids and neglecting a 
low rectal carcinoma be avoided. If nothing is 
discoverable by these methods the possibility of 
rectal disease is small. 


There are, however, certain indications for 
proctoscopic examination. The source of blood 
and pus should be sought through the proctoscope 
or sigmoidoscope. Cases of colitis or dysentery 
resistant to treatment should be examined with 
and often treated through the proctosigmoido- 
scope. The proctoscope is extremely valuable in 
determining the exact nature of trouble found 
present by the simpler methods. 


After all is said, however, proctoscopy ranks 
low in comparison to external and digital exami- 
nation in the detection of rectal disease. The latter 
methods are available to all, and should be used 
more often than is the case. 


Embarrassment for the physician and disaster 
for the patient would often be prevented if the 
lower end of the alimentary canal received just 
a little of the consideration so lavishly bestowed 
on the buccal cavity. 

Gorpvon F. HELstey, 
San Francisco. 


Syphilology 


yphilitic Nephrosis—Syphilitic nephrosis oc- 
curs in one out of every twelve cases of early 
syphilis. Adoption of the usual treatment for 
early syphilis will usually cause irreparable, per- 
manent damage to the kidneys; even with the 
best of care there is apt to be a polyuria for life. 
A few weeks after the infection the patient pre- 
sents a bloated appearance, great weakness and 
anorexia. Edema soon occurs, at first in the eye- 
lids and fingers, and later is quite generalized. 
The patient complains of shortness of breath and 
headache. The urine output is diminished in in- 
verse ratio to the onset of edema. The urine has 
a flocculent sediment and a foul odor. Output of 
water and sodium chlorid is diminished, although 


~ 1. Lotheissen, G.: Wiener Klin. Wochenschrift. 1927, 
No. 12. 
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there is no nitrogen retention. Urinary albumin 
may reach 3 per cent. Microscopically one finds 
leukocytes and cylindroids, and double-refracting 
lipoid bodies (visible under a polariscope). The 
blood pressure is never raised and there is no 
cardiac hypertrophy. 

The patient should be put to bed at once and 
given a bland, salt-poor diet ; meat should be with- 
held, but there is no need to limit milk and 
eggs. The vegetable diuretics (juniper) may be 
used, but the theophyllin or theobromin group 
of diuretics are injurious. Sodium iodid, 0.5-1.0 
gm. daily, is administered intravenously (K-ion 
is toxic for the kidneys). After two weeks of 
iodid, H. Rubritos recommends a cautious course 
of mercury rubs. Schlessinger says mercury is 
less indicated than bismuth or arsphenamin. Bis- 
muth probably is the safest, in weekly injections 
of 0.12 gm. of the salicylate per 150 pounds body 
weight, the iodids being continued. If the albumi- 
nuria increases, or if the urinary output is further 
diminished, specific treatment must be interrupted 
for a few days. Only in edema-free stages is 
neoarsphenamin to be used, and then only in .15 
gm. doses at the start. Careful observation of the 
patient during treatment is necessary: Iron and 
liver may be given for the concurrent anemia. 
After subsidence of all signs of nephrosis the 
patient may be put on a more or less reduced 
treatment schedule, but he will always require 
frequent urinalysis during treatment. 


M. W. Ho.iincswortH, 
Santa Ana. 


Ophthalmology 


Prema Myopia—Among the numerous 
hypotheses advanced concerning the develop- 
ment of myopia, none have been of much assist- 
ance. The problem is of such importance that any 
new ideas or methods of treatment of progressive 
near-sightedness should have thorough study to 
prove or substantiate their value. 

The most recent and, I believe, the most logical 
hypothesis regarding progressive myopia is that it 
is a deficiency disease. 

Meyer Weiner believes this deficiency to be an 
epinephrin insufficiency. In any event the installa- 
tion of epinephrin in the eyes of his patients has 
shown enough amelioration in their condition to 
warrant others to keep this idea in mind and try it 
out sufficiently to come to some definite conclusion. 

J. D. Wood also classifies the condition as a 
deficiency disease, but has found a lowered cal- 
cium content in the blood of all patients in whom 
this determination was made, so that he thinks 
the condition may be a calcium deficiency during 
the period of growth. 

These two hypotheses are of a concrete nature 
and should awaken a new interest in the myopia 
problem. 

Wiser F. Swett, 
San Francisco. 
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OFFICIAL NOTICES 
Membership Record—1927 


County Delinquents Members 
Alameda 
Butte 


Contra Costa 


Humboldt 
Imperial 

Kern 
Lassen-Plumas 
Los Angeles 
Marin 
Mendocino 
Merced 
Monterey 


Riverside 
Sacramento 
San Benito 
San Bernardino 
San Diego 

San Francisco 
San Joaquin 
San Luis Obispo 
San Mateo 
Santa Barbara 
Santa Clara 
Santa Cruz 
Shasta 

Siskiyou 
Solano 

Sonoma 
Stanislaus 


The above table is a graphic picture of the constant 
efficient work of our forty county secretaries. Not for 
many years has the California society recorded so 
few unpaid subscriptions. Fourteen counties have an 
honor record. San Joaquin with her seventy-six mem- 
bers should head that list. Nine counties report but 
one unpaid member; eight, but two; and of the re- 
maining nine only four are in counties with a mem- 
bership of less than one hundred. Viewed from the 
percentage of total membership, the county with the 
largest number of unpaid subscriptions has a smaller 
rate than many of the smaller societies. From any 
standpoint, the record is one of which the California 
Medical Association has reason to be proud, and to 


extend grateful thanks to her most efficient corps of 
component county secretaries. 
cts 


Clinical Prizes—Rules for the Submission of Papers. 
The Committee of Clinical Prize Awards desires to 
call the attention of the membership to the following 
rules governing the submission of papers, for the 
benefit of those who desire to compete for the 1928 
prizes: 

1. Any member of the California Medical Associa- 
tion is eligible to compete for the prizes. Any ques- 
tion arising as to the eligibility of a candidate or the 
admissibility of his essay will be settled by the de- 
cision of the Council. ‘ 

2. Manuscripts must be typewritten on one side of 
the paper; they must be double spaced; and they must 
not be folded or rolled. Illustrations or charts must 
be marked with the title of the paper to which they 
belong. 

3. Essays must not contain more than four thou- 
sand words. In judging a paper the committee will 
take into account the basic importance of the work 
done and its novelty; the thoroughness with which 
the research has been carried out; the clearness with 
which it has been written up; and the neatness of the 
manuscripts and illustrations. 

4. Papers should be sent, preferably by registered 
mail, to Dr. Emma Pope, secretary of the California 
Medical Association, 1016 Balboa Building, San Fran- 
cisco. They should be identified by a nom de plume 
or motto only. A separate envelope should be sent 
to Doctor Pope containing the author’s name and his 
nom de plume or motto, so that after the award 
is made the name of the writer can be found. Any 
return addresses or distinguishing marks will be re- 
moved from the wrappers before the papers are turned 
over to the judges. 

5. All papers must be in the hands of Doctor Pope 
before March 15, 1928, in order that the judges may 
finish their work in time for the meeting of the 
Association. 

6. The judges reserve the right to withhold the 
award, in the event that no paper comes up to the 
standards of excellence they feel should be set. 

7. If, in the judgment of the editors of CALIFORNIA 
AND WESTERN Mepicing, and the editorial councilors, 
the paper on laboratory research is too technical or 
otherwise unsuitable for inclusion in CALIFORNIA AND 
WESTERN MepiciNE the prize winner will be allowed to 
publish it in some special journal and will be required 
to make an abstract for the readers in California. 

8. Inquiries relative to the prize contest should be 
addressed to the chairman of the committee, George 
Dock, M. D., Chamber of Commerce Building, Pasa- 
dena, California. 


COMPONENT COUNTY SOCIETIES 
ALAMEDA COUNTY 


The annual meeting of the Alameda County Medi- 
cal Association was held at the Ethel Moore Memorial 
Building on the evening of November 21, being called 
to order by Dr. George Rothganger, the president. 

The first number on the scientific program was a 
paper by Dr. W. E. Mitchell on “The Ruptured Ap- 
pendix.” The author reviewed the history of drain- 
age from its earliest uses giving a résumé of the 
results obtained in all cases of ruptured appendices 
treated at Merritt Hospital. The writer believes that 
drainage is of value only in instances in which it is 
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desirous to render certain areas extraperitoneal. He 
pointed out the impossibility of successfully draining 
the peritoneal cavity, citing interesting experiments 
to prove his point. The present drainage methods of 
treatment bf the ruptured appendix were contrasted 
with the modern surgical methods of handling tuber- 
culous peritonitis, a ruptured viscus or intestinal ob- 
struction, emphasizing the fact that in a ruptured 
appendix, as in all of these conditions, the absorption 
of toxins from the upper intestinal tract is most 
harmful to the patient. He reviewed the work of cer- 
tain English writers who invariably found foci of in- 
fection with B. welchii near the point of obstruction 
and who offered clinical and experimental data to 
show that this organism was responsible for the 
severe symptoms. The discussion of this very inter- 
esting paper was opened by Dr. Warren Allen, who 
agreed with the author that drainage in the average 
ruptured appendix did more harm than good. Dr. 
D. N. Richards spoke in behalf of drainage in a cer- 
tain number of cases emphasizing the importance of 
jejunostomy in all intestinal obstructions. Dr. C. A. 
Dukes voiced his belief in draining abscess cavities 
whether they be in the peritoneum or elsewhere. 

The second paper of the evening was presented by 
Dr. Edward von Adelung, on the subject “Some Non- 
Tuberculous Infections of the Lung.” The doctor dis- 
cussed the conditions which may readily be confused 
with advanced tuberculosis, in each instance differen- 
tiating the condition. The discussion on Dr. Von 
Adelung’s paper was opened by Dr. George Evans of 
San Francisco who spoke on the differential diagnosis 
illustrating points made, with case histories. 

The scientific program was followed by the annual 
reports of all standing committees and retiring offi- 
cers. Our retiring president, Dr. George Rothganger, 
in his address urged the Association to plan at once 
to build a new home. Doctor Rothganger also urged 
the members of the medical profession on this side 
of the bay to do whatever was in their power to bring 
the medical college of the University of California to 


the campus of that university where it rightly belongs. 
The officers for the ensuing year were then presented. 


_ There being no further business the meeting ad- 
journed. 


GERTRUDE Moore, Secretary. 
we 
CONTRA COSTA COUNTY 

The annual banquet of the Contra Costa County 
Medical Society was held on November 12 at the 
Athens Club, Oakland. Following the banquet all en- 
joyed seats at the Fulton Theater. The December 
meeting of the society was held in Richmond at the 
offices of Doctors Abbott, Hely, and Hedges on De- 
cember 10, 1927. It was a business meeting at which 
election of officers for the coming year was held. 

The following were elected: L. St. John Hely of 
Richmond, president; W. A. Rowell of Crockett, vice- 
president; S. N. Weil of Selby, secretary-treasurer. 
Censors: H. L. Carpenter, three years; G. W. Sweet- 
ser, two years; D, C. Wise, one year. Delegate: J. M. 
McCullough. Alternate: L. St. John Hely. 

S. N. Wei, Secretary. 


LOS ANGELES COUNTY 

Obstetrical Section—The Los Angeles County Ob- 
stetrical Society at its meeting on October 8 con- 
sidered the problem of the unmarried mother. Miss 
Lavonne Stanton, secretary of the Children’s Home 
Society, discussed the social service work, and detailed 
the methods used to establish contact with the mother, 
to establish the paternity of the child, if possible, in 
order to secure financial support or marriage, and gen- 
erally to provide sympathetic care during the antenatal 
period. After delivery the home provides care for the 
baby for six months and, if desired, supervises the 
adoption proceedings. About three times as many calls 
for babies are received as can be filled. Careful analy- 
sis of the foster family and of the baby’s antecedents 
are attempted in order to secure a background as satis- 
factory as that to which the baby is entitled. After 
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placement, supervision is continued for a year. Dr. 
Peter O. Sundin detailed the medical care at the 
Florence Crittenten Home of which he is the medical 
director. The average age of the mother is under 
twenty and labors are uniformly easy. Only two 
Cesareans were done in the last twenty years. Mr. 
George Hooper, attorney for the Home Finding So- 
ciety, explained the new adoption law, pointing out 
the changes which prevent placements by unauthor- 
ized agencies. He emphasized particularly the ille- 
gality of placement by the attending physician. 

At the regular meeting of the Los Angeles County 
Medical Society on December 13, Dr. A. L. Hill pre- 
sented a specimen of congenital cyst of the trachea, in 
an infant 4%4 months old, that had unusual respiratory 
difficulty. The child survived one attack of pneumonia, 
but died in a second attack before direct bronchoscopy 
could be employed. 

Dr. Fred Lindenberger reported a case of hemor- 
rhagic fibromyoma complicated by exophthalmic goi- 
ter, in which all symptoms cleared up after deep 
x-ray. There was, however, an initial exacerbation of 
the thyroid disorder. Only two similar cases are on 
record. 

Dr. E. J. Krahulik discussed anterior poliomyelitis 
as a complication of pregnancy. Provided abortion 
does not occur because of high temperature, one need 
not fear fetal paralysis, as the infection localizes in 
the central nervous system after traveling along the 
perineural lymph spaces and not by the blood stream. 
His case delivered a normal infant twenty-one days 
after the onset of her symptoms. The question of 
whether the baby shows antibodies will be investi- 

ated. 
. Dr. S. N. Pierce championed the Kielland forceps 
as a rotator, and detailed his results in 120 cases. He 
believes these forceps will replace all the other varie- 
ties, and quoted German authorities who are enthusi- 
astic about their use. 
WitiaM Burton THOMPSON, 
Secretary Obstetrical Section. 
& 
RIVERSIDE COUNTY 

Our last society meeting was held on November 14. 
The program consisted of a paper by Dr. Gilbert R. 
Owen of Los Angeles, who spoke on “Certain Types 
of Headache and Focal Infections of Interest to 
General Practitioners.” His lecture was illustrated by 
lantern slides and demonstrations:on the cadaver. 

Dr. Herney S. Faris of Riverside was elected to 
membership in the society. 

Dr. H. R. Martin of Riverside is visiting clinics and 
medical centers of South America. He expects to be 
absent until the first of the year. 

Dr. C. Van Zwalenburg has recently returned from 
a trip through the East, where he attended the Col- 
lege of Surgeons at Ann Arbor and made a study of 
hospital conditions throughout the East. 

Dr. W. W. Roblee was recently in attendance at 
the Interstate Medical Clinics held in Kansas City. 

Tuomas C. Carp, Secretary. 
eo 
SACRAMENTO COUNTY 

The members of the local society met in the Gold 
Room of the Hotel Sacramento on the evening of 
November 19. There were thirty-nine in attendance. 
The minutes of the previous meeting were read and 
approved. 

Several members had cases to report. Charles E. 
Schoff demonstrated an epithelioma of the back. The 
tumor grew in the midst of scar tissue which dated 
back to 1898. At that time an x-ray burn accounted 
for the original skin injury. More recently the con- 
stant use of a wire brush to allay itching of the area 
gave a superimposed skin injury. The epithelioma 
grew at this site. Schoff recommends the use of a 
hot iron to burn out the growth. 

Frank P. Brendel showed a happy result of a Koch 
hip. Besides bony x-ray findings, which were diag- 
nosed as tuberculosis by Cook, Zimmerman and 
Ruggles, there was a “cold” abscess. As a result of 
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detecting the trouble early the patient now has com- 
plete function regained. 

Fred E. Gundrum reported a case of marked argyria 
in a woman of forty whose source of the silver was 
from argyrol packing in the nostrils. Bloomfield sec- 
tioned the skin. 

Edward W. Beach described a massive hemorrhage 
of the kidney which completely encapsulated the 
kidney. 

Frank B. Reardan described a group of symptoms 
which led to an immediate tentative diagnosis of 
typhoid fever. It proved to be influenza. 

The paper of the evening was presented by Oscar 
F. Johnson. His subject was “Some Personal Ob- 
servations in Human and Bovine Tuberculin Tests.” 
His conclusions as to the value of the test, its spe- 
cificity and the possibility of a decided aid in the pre- 
vention, of clinical tuberculosis by the control and 
eradication of bovine tuberculosis, is based on the 
most careful tesfing and clinical follow-ups on 160 
patients. His observations tally with many other 
opinions relative to the usually accepted idea before 
the age of two and after this; but he maintains that 
there is a definite specificity in the test for this “uni- 
versal” organism. Whether it may be later proven 
that the various forms are merely changed ones from 
the bovine is a question for future consideration, but 
in reading the test does differentiate. Johnson com- 
mends the present excellent work now being accom- 
plished by the national government in endeavoring to 
eradicate bovine tuberculosis. Gundrum, Reardan and 
Scatena discussed the paper. 

After the second reading of the applications of 
W. J. Van Den Berg, James Travis Vance and Oliver 
H. Perry, all were unanimously elected to membership 
in the society. 

Communications—A note of appreciation for our 
acknowledgment of sympathy was received from the 
family of Cornelia Krull. A new extension lecture 
program was received from the state and filed. A 
note from Thomas E. Gibson suggesting a state pro- 
gram paper was reported to the program committee. 
P. W. Day writes from Folsom that he is a member 
of the Marin County Medical Society; however, de- 
spite the sixty-day limitation, word has not been re- 
ceived from Marin that his transfer could be made. A 
note from Harvey W. Strader tells of his complete 
retirement from practice and, consequently, he desires 
to be placed in an affiliate classification. He tells of 
his many happy affiliations with the society in the 
past. 

Probably the most sincere note of friendship ever 
received by the society was received from Robert A. 
Peers. Peers writes that he is enclosing a check to 
help along the convention fund. Though really a 
member of our society, Peers needs be, by reason of 
county borders, a member of Placer. This is the spirit 
that builds. 

Hendricksen, through the secretary, offered a long 
file of “military surgeon.” 

Drysdale, chairman of the program committee, out- 
lined some future programs. 

Discussion was held as to our place of meeting. 
This will be considered by the board. 

A buffet lunch concluded the meeting. 

Bert S. Tuomas, Secretary. 
% 
SAN BERNARDINO COUNTY 

The meeting of the San Bernardino County Medical 
Society was held December 6 at the San Bernardino 
County Hospital at 8 p.m. Thirty-six members were 
present. 

Minutes of the previous meeting read and approved. 

The question of a representative on the County 
Hospital committee was considered and Mr. Earl Paul 
was nominated to the private hospital and Doctor 
Moseley to the County Medical Society. These nomi- 
nations to be voted upon at the next meeting. 

The following new members were passed: C. E. 
Counter, Loma Linda; Marcus D. White, Ontario; 
Wallace M. Chapman, Ontario. 

The announcement of the fall meeting of the South- 


STATE MEDICAL ASSOCIATIONS 91 


ern California Medical Association was made. The 
question of rounding up eligible non-members was 
again brought up. The health activities that are to 
form part of the American Week were considered and 
the superintendent was instructed to communicate 
with the County Superintendent of Schools to consider 
this matter. 

The Committee on Maternal Welfare was dis- 
charged, no action having been taken. The Welfare 
Committee was continued for one month, at which 
time Doctor Moseley was to report. The question of 
individual professional cards in the newspapers was 
considered by request. It was decided that while such 
action was permissible, it was inadvisable and should 
be discouraged. 

A request for the purchase of a portable typewriter 
having been made, such action was authorized to the 
amount of $60. 

Meeting adjourned at 1:30. 

The following men have been admitted into the 
society: Drs. C. E. Counter, W. M. Chapman and 
M. D. White. 

The new delegates to the state medical meeting are 
Doctors Moseley and Richards. Doctors Eytinge and 
Walter Pritchard are alternates. 

This public health meeting is by request as it is 
felt that in the present flux of medical practice we 
should all be familiar with the changing conditions 
that surround the practice of medicine at the present 
time. A free discussion is especially to be looked for. 

The following program was presented: 

The Physician, Health Centers and Public Health— 
G. F. Telfer. Discussion was opened by Dr. C. J. 
Whitmer, and continued by Doctors Moseley and 
Abbott. 

Acute Anterior Poliomyelitis—E. M. Burns. 
cussion by Doctors Savage and Langdon. 

The meeting adjourned at 10 p. m. 

E. J. Eytince, Secretary. 


Dis- 


we 
SAN DIEGO COUNTY 

On November 15 the members of the Mercy Hos- 
pital staff enjoyed a spirited meeting discussing their 
experiences with narcotic habitues who had recently 
been working San Diego to their advantage. 

Doctor Tanner reported an interesting case of a 
young woman who successfully went through a preg- 
nancy with the left kidney practically gone and the 
right: one very much enlarged. The case had been 
referred to him for surgery which he wisely advised 
against. The woman is still living. 

Mr. L. E. Carlson, the head of the physiotherapy 
department of the hospital, gave an entertaining re- 
port of his recent visit to the clinics of Denmark, 
where he had studied closely their methods of physio- 
therapy. He found them using some form of physio- 
therapy on practically all cases in the hospitals, but 
found much less of the multiplicity of mechanical in- 
strumental application of such treatment in physicians’ 
offices than we find in this country. me 

He spoke in very high terms of the new municipal 
hospital in Copenhagen and its perfect equipment. 

At the staff meeting of the Scripps Memorial Hos- 
pital, La Jolla, December 6, 1927, Dr. Thomas O. 
Burger and Dr. Hall G. Holder discussed infections 
and carbuncles of the face and their treatment. 

Doctor Lazelle reported an interesting case of 
osteitis of the knee joint. These discussions were fol- 
lowed by a business meeting outlining plans for the 
growth and further development of the hospital. 

The San Diego Academy of Medicine is just an- 
nouncing its third annual course of medical lectures 
beginning January 23, 1928. The speaker will be 
Dr. Allen Krause of Johns Hopkins University, an 
international authority on tuberculosis. Every phase 
of this important subject will be discussed during the 
week. 

On Saturday evening, January 7, the medical society 
will be the guests at dinner of Colonel Milton A. 
McRae and Mr. J. C. Harper, directors of the Scripps 
Metabolic Clinic. After dinner the guests will be ad- 
dressed by Dr. Cyrus C. Sturgis, director of the 
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Thomas Henry Simpson Institute for Medical Re- 
search at Ann Arbor, Michigan, who will discuss the 
dietetic treatment of pernicious anemia with especial 
reference to the chemical principles involved. 

‘ Ropert PoLtock. 


SAN FRANCISCO COUNTY 

The San Francisco County Medical Society held a 
dinner dance in its new home on December 8, 1927, 
which was attended by about 250 people, members of 
the society and their wives or husbands. There was 
no scientific program. Music, dancing, and a quartet 
of Italian singers provided the amusement of the 
evening, which seemed to be an enjoyable one to all 
concerned. 

On the evening of December 20, 1927, the society 
was fortunate in having as its guest speaker Professor 
Franz Groedel of Bad-Nauheim who spoke on “The 
Diagnosis of Syphilitic Diseases of the Visceral Or- 

gans, Especially by the Help of X-Ray Pictures.” 

At the meeting on December 13, 1927, the following 
officers were elected for the year 1928: Alexander S. 
Keenan, president; William E. Stevens, first vice- 
president; Edna L. Barney, second vice-president; 
T. Henshaw Kelly, secretary-treasurer; Leo Eloesser, 
librarian; William Ophiils, R. Knight Smith, Langley 
Porter, Walter W. Boardman, Harry Walter Gibbons, 
Alfred T. Zobel and William Palmer Lucas were 
elected directors to serve terms of three years. 

On December 5, 1927, the regular meeting of the 
Franklin Hospital Clinical Society was held at the 
hospital, Conrad Weil, chairman, presiding. 

Otto Westerfeld presented a hydronephrotic kidney 
removed at operation and pyelograms showing a mark- 
edly dilated ureter below the kidney, the dilation be- 
ginning above a stricture which corresponded with 
the site of a previous appendectomy. 

Conrad Weil presented a specimen removed at 
operation, the preoperative diagnosis having been 
divided between carcinoma of the cecum and appen- 
dicitis. At operation the lesion proved to be a carci- 
noma of the cecum bound down with adhesions. 

Carl Werner presented two specimens obtained at 
autopsy. The first was the brain of a fifty-year old 
male with a hemorrhage from a small aneurysm of a 
branch of the carotid artery located in the brain sub- 
stance one centimeter above the optic chiasm. The 
hemorrhage had destroyed the entire right anterior 
lobe and finally ruptured into the subdural space pro- 
ducing meningeal symptoms. The second specimen 
was the brain of an eight months infant which had 
been admitted to the hospital with meningeal irrita- 
tion, xanthochromatic spinal fluid containing free red 
cells and no bacteria. The infant died five days after 
admission. Marked pyrexia and autopsy showed a flat 
hemangioma of the dura 1.5 centimeters in diameter, 
and located in the left middle jossa. The hemangioma 
had ruptured, probably during a coughing fit, and 
extensive bleeding had occurred from it. 

T. HensHAw KELLY, Secretary. 
& 
SAN JOAQUIN COUNTY 

The annual meeting of the San Joaquin County 
Medical Society was held Thursday, December 1, 
1927. The society met at the banquet table, Hotel 
Lido, Wilson Way, Stockton, Dr. J. W. Barnes pre- 
siding. The meeting was called to order at 8:30 p. m. 
Thirty-seven were in attendance. Dr. Edgar L. Gil- 
creest of San Francisco was the guest and speaker of 
the evening. 

The minutes of the previous meeting were read and 
approved. The Chair appointed Drs. F. S. Marnell, 
Percy B. Gallegos and’ Harry E. Kaplan to act as 
tellers. 

A letter from Dr. Walter F. Donalson, secretary of 
the medical society of the state of Pennsylvania, rec- 
ommending the transfer of R. C. Kirkwood, member 
of the Alleghany County Medical Society of Penn- 
sylvania was read. 

Action: Moved by the secretary, seconded by Dewey 
R. Powell, that R. C. Kirkwood be voted a member 
of this society on recommendation of the secretary 
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of the medical society of the state of Pennsylvania. 
The motion carried. The Chair declared R. C. Kirk- 
wood duly elected an active member of the society. 

The applications for membership of Drs. Boyd M. 
Krout and D. V. Wiebe were read and referred to the 
committee on admission. 

A letter from the chairman of the ethics committee 
recommending the rejection of the proposal of the 
Pacific Health and Hospital Service of October 28, 
1927, was read. 

Action: Moved by the secretary, seconded by Dr. 
G. H. Rohrbacher, that the society adopt the recom- 
mendation of the ethics committee. The motion 
carried. 

The secretary was instructed to inform the Pacific 
Health and Hospital.Service of the action of the 
society. 

The Chair called for the report of the tellers. Those 
receiving the highest votes were John J. Sippy, C. F. 
English, Hudson Smythe, H. S. CHapman, R. T. Mc- 
Gurk, J. W. Barnes, Dewey R. Powell, Barton J. 
Powell, Fred J. Conzelmann. 

The Chair declared the nine receiving the highest 
number of votes duly elected as members of the board 
of directors. 

The Chair declared the nomination for president in 
order. Dr. John J. Sippy was nominated and elected 
by acclamation. Dr. R. T. McGurk was elected first 
vice-president; Dewey R. Powell, second vice-presi- 
dent; and Fred J. Conzelmann, secretary-treasurer, 
all without opposition. 

Dr. J. W. Barnes and Barton J. Powell were elected 
delegates, and Dr. Fred J. Conzelmann and Dr. 
C. V. Thompson alternates for the California Medical 
Association. 

The report of the secretary-treasurer for the year 
was read, approved, and ordered filed. 

A vote of thanks and appreciation was extended to 
the secretary-treasurer for his services. 

The Chair introduced Doctor Gilcreest, speaker of 
the evening. Doctor Gilcreest spoke on the subject 
“Cults, Quacks, and Cures.” 

“California is becoming a mecca for health cults,” 
said the speaker. He briefly reviewed the history of 
quackery and cults. Cultists and healers never bother 
themselves to learn the causes of things. When they 
want to make a sick person well they do not study 
the causes of disease or examine the body and its 
various organs. All they have in mind is their wish 
that the patient be well and that they can convince or 
persuade the patient that he is well. 

The beginning of knowledge is the study of causes, 
in medicine as in the rest of science. The making of 
a diagnosis by all procedures possible is essential to 
the science of medicine and non-essential to the cultist. 

The cultist believes that by wishing or willing any- 
thing hard enough he can get it. Science recognizes 
the power of the will in accomplishment, but willing 
or wishing for science constitutes merely the begin- 
ning of achievement, not the end. 

The cultist is always a solitary worker. One per- 
son of outstanding personality like Coué or Slatterer, 
who by an intuition or inspiration claim that they 
have seized upon the truth. The lesser lights, too, 
acknowledge no master and no colleague. 

Science, however, is fundamentally cooperative. It 
builds generation after generation. Medicine does not 
deal wholly with drugs, serums vaccines but diet, 
sanitation, dental, nasal and intestinal cleanliness, also 
play a part. The cultist always emphasizes that the 
physician uses poisonous drugs. 

In dealing with patients with chronic diseases the 
physician should bear in mind and explain to his 
patient that many diseases tend to get well of them- 
selves, and that even in chronic diseases periods of 
betterment often occur irrespective of treatment. 
Even serious disorders which end fatally often have 
their periods of remission. 

If the physician will make a more thorough exami- 
nation of the patient, add a few tactful words in re- 
gard to the present condition and suggest that the 
patient return in three, six or twelve months for a 
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check-up, it will serve to reassure the patient and 
keep him from running to quacks and cultist. 

As long as the people desire to be fooled there will 
always be fads which have their little day, but when 
these, like an infectious disease, have run their course, 
medicine will still be the mainstay of mankind in its 
battle against disease. It is the physician’s duty to 
inform both his patients and the public about the true 
and false in medical matters. 

There being no further business the meeting ad- 
journed at 11 p. m. 

FRreD J. CONZELMANN, Secretary. 
& 
SANTA BARBARA COUNTY 


The regular meeting of the Santa Barbara County 
Medical Society was held on December 12 at the Cot- 
i Hospital, with President H. E. Henderson in the 
chair. 

The meeting was called to order, and Doctor Lewis, 
in a short talk, requested that all the members co- 
operate with Mr. George E. Coleman by taking out 
membership in the American Association for Medical 
Progress. 

Doctor Evans then gave a very interesting talk on 
“Unusual Electrocardiograms,” with demonstrations. 
This paper was discussed by Doctors Koefod, Hen- 
derson and Means. 

The next paper was “Simple Management of 
Achlorhydria Gastrica” by Dr. H. G. Gray, outlining 
the symptomatology, treatment and prognosis from a 
study of fifty cases. 

This was discussed by Doctors Freidell, Sansum 
and Ullmann. 

A short report of a clinic by Faber of Copenhagen 
on achylia was given by Dr. Koefod. 

Resolutions concerning Doctor Bagby’s death were 
read and copies ordered sent to CALIFORNIA AND 
— Mepicingz, Mrs. Bagby, and a copy placed 
on file. 

Doctor Henderson appointed as a committee for the 
annual banquet, Doctors Ullmann, Wills and Eaton. 

An invitation to attend Doctor Krause’s clinic in 
—_ Diego during the week beginning January 23, 
1928. 

There being no further business the meeting ad- 
journed. 

WiiiaM H. Eaton, Secretary. 


DEATHS 


Brooke, William A. Died at Half Moon Bay, De- 
cember 10, 1927. Age 63 years. Graduate of the 
Cooper Medical College, California, 1897. Licensed in 
California, 1898. Doctor Brooke was a member of the 
San Mateo County Medical Society, the California 
Medical Association, and a Fellow of the American 
Medical Association. 


Cox, Roy Milo. Died at Chicago, Illinois, Septem- 
ber 4, 1927. Age 37 years. Graduate of the College of 
Physicians and Surgeons, California, 1914. Licensed 
in California, 1915. Doctor Cox was a member of the 
San Luis Obispo County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the 
American Medical Association. 


Grinstead Marion O. Died at San Francisco Octo- 
ber 28, 1927. Graduate of the University of California 
Medical School, 1927. Licensed in California, 1927. 
Doctor Grinstead was a member of the San Francisco 
Medical Society, the California Medical Association, 
and the American Medical Association. 


Kegley, Eugene A. Died at Los Angeles, Octo- 
ber 31, 1927. Age 52 years. Graduate of the North- 
western University Medical School, Illinois, 1891. 
Licensed in California, 1921. Doctor Kegley was a 
member of the Los Angeles County Medical Associa- 
tion, the California Medical Association, and a Fellow 
of the American Medical Association. 

Rogers, Thomas N. Died at Los Angeles, Octo- 
ber 2, 1927. Age 69 years. Graduate of the Victoria 
University Medical College, Canada, 1889. Licensed 
in California, 1924. Doctor Rogers was a member of 
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the Los Angeles County Medical Association, the 
California Medical Association, and the American 
Medical Association. 

Tillotson, Clarence A. Died at San Francisco, 
October 26, 1927. Age 61 years. Graduate New York 
University Medical College, 1891. Licensed in Cali- 
fornia in 1910. Doctor Tillotson was a member of 
the Tulare County Medical Society, the California 
Medical Association, and the American Medical 
Association. 


OBITUARIES 


Wallace Alvin Briggs was born in Ohio in June, 
1848, was graduated in medicine in 1871 by the Uni- 
versity of Michigan, did postgraduate work in the 
United States and in Europe, practiced for a short 


Wallace Alvin Briggs 


time in his native state, came to California in 1877 
and, after a few months of practice in smaller towns, 
located in Sacramento. Here for fifty years he lived 
and practiced his profession, with an interlude in 
1913-14 for European travel and study, and here on 
November 26, 1927, in his eightieth year he died. He 
joined the Sacramento Society for Medical Improve- 
ment in 1877, was a member for a longer period than 
any one else has ever been and was our senior mem- 
ber when he passed away, retaining full possession 
of his faculties and his interest in medicine until the 
last. This was, in brief outline, the life of Dr. W. A. 
Briggs. 

But this bare outline utterly fails to suggest in any 
way the full and intelligent life of the man. And it is 
difficult for those of us whose knowledge of medical 
thought and medical men has been gathered only in 
these later years to realize the large place he filled for 
years in the medical life of the community both here 
and throughout the state. Doctor Briggs’ almost com- 
plete withdrawal from medical contacts during these 





94 CALIFORNIA AND WESTERN MEDICINE 


later years had made him, even during his lifetime, 
almost a legendary figure among the profession. 

In the course of his long life he developed an enor- 
mous general family practice, the burden of which 
would have crushed many a physician into mere medi- 
ocrity. But Doctor Briggs was a student with an open 
and inquiring mind and, in spite of the detail of this 
great general practice, or better, because of the wealth 
of material that was illuminated by his study, reason- 
ing and experience, he became eminent in every branch 
of medicine. He did not specialize in internal medi- 
cine, yet for years he was our most valued practi- 
tioner and consultant therein. He did not specialize 
in obstetrics, yet he attended and recorded over 3500 
confinements before he gave up this branch of medi- 
cine. He did not specialize in gynecology, but his 
reputation therein was not merely local but extended 
throughout, and beyond the borders of, this state. He 
did not specialize in electrotherapeutics, but at a time 
when no one else in the community was doing any- 
thing with this subject he had what was for the time 
an elaborate equipment and a rational understanding 
of the procedures. He was no trained laboratory man, 
yet twenty years ago, when vaccine therapy was in 
its infancy, he was employing a trained laboratory 
physician to make autogenous vaccines for his patients 
in his own laboratory. During the many years when 
he practiced surgery, he was a competent and con- 
pene general surgeon. Whatever he did he did 
well, 

And through it all he found, or rather made, time 
to keep up his medical reading. Many of us can re- 
member, in the preautomobile days, the little two- 
horse, closed coupe, with old John on the box, in 
which Doctor Briggs made his professional rounds, 
an enormous pocket in either door stuffed with jour- 
nals and other medical literature between which sat 
Doctor Briggs reading, taking magazines from one 
door pocket: and, when finished, stuffing them in the 
other. He never failed even in old age to thus keep 
up with the latest thought in medicine. Those who 
were privileged in his later years to have him as a 
consultant were amazed by the familiarity he showed 
with the most recent medical literature. Mentally he 
never grew old and though increasing years gradu- 
ally required the abandonment of many lines of prac- 
tice, his interests were always those of a general 
practitioner and he will be remembered both by the 
profession and by the public which he served so long 
and so faithfully, as the fine, almost perfect flower of 
the general practice of medicine. But times have 
changed. General practice no longer attracts, and it 
is doubtful if we ever see his like again. 

It would seem that such a medical life as is out- 
lined above might well absorb all of one fragile man’s 
time and strength. But not so with Doctor Briggs. 
His supreme quality was intelligence. He was an in- 
tellect personified, and the range of his interests cov- 
ered not only all phases of his chosen profession, but 
many matters of general interest. He did his share in 
civic matters, even finding time to serve as one of the 
Board of Freeholders which in 1911 prepared Sacra- 
mento’s Commission form Charter. He wrote freely, 
not only on medical topics but on subjects of political 
or moral interest. He kept himself abreast of the 
times in art and literature, retaining to extreme old 
age his activity and receptivity of mind in matters of 
general culture, as well as in medicine. At sixty-five 
years of age, although already reading and speaking 
French and German, he learned to read Italian, and 
he published his great anthology of poetry only a few 
months before his death. Dr. Wallace Alvin Briggs 
was one of whose life the medical profession may be 
proud, not only as a physician but as an example of 
an active, far reaching and enduring intelligence. 

& 


Henry Clay Bagby 
Henry Clay Bagby was born in 1861, settling in 
Santa Maria at the age of twenty-one. He took up 
the general practice of medicine and surgery and con- 
tinued at this work until 1890. 


Vol. XXVIII, No. 1 


During this period he made an association with 
Dr. William T. Lucas which continued for six years. 

It was the opinion of those intimately associated 
with him that he was.a close observer and a splendid 
clinician. He was honorable, painstaking, and emi- 
nently successful in his work, being extremely ethical 
in all of the contacts with his colleagues. 


After seven years of strenuous country practice, in 
which his sleep was constantly broken by long night 
rides behind the slow-going horse, he decided that his 
health was suffering. With his usual intelligent facing 


of facts he hit upon dentistry as an outlet for his 
energies. 


In September of the year 1890, almost forty years 
ago, he went to Baltimore, which was then one of the 
centers for the study of dental surgery. His work at 
Baltimore was characterized by that intensive appli- 
cation which has always been one of Doctor Bagby’s 
outstanding qualities. This enabled him to graduate 
with honors at the head of his class. 


The doctor then returned to Santa Maria, but an 
opportunity arose which would enable him to make 
contact with some interesting problems in tropical 
medicine and their relationship to the study of gin- 
gival disease. This work took him to Guatemala, 
where he remained for about one year and a half. 


On returning to California he again settled in 
Santa Maria. 


In 1916 he settled in Santa Barbara, where he has 
taken the lead in his specialty of pyorrhea. 


Toward the latter part of his practice he had evolved 
many new ideas relative to the matter of “trench 
mouth,” which work alone was demanding most of 
his time. 


Doctor Bagby, beside his professional work, was 
keenly interested in all things pertaining to civic and 
public questions, doing some splendid work while 
serving his term in the legislature. 


It Is Hereby Resolved, That the medical society of 
the county of Santa Barbara, of which he was a past 
president, has sustained a great and very real loss in 
the passing of Doctor Bagby. 


Be It Further Resolved, That the members of this 
organization desire to extend their heartfelt sympathy 
to Doctor Bagby’s family and friends, for the former 
were very close to him, and of the latter there were a 
myriad. 

Harry L. Scuurmeier, M.D. 
M. Tuorner, M.D. 


Committee. 
& 


Oscar Mansfeldt 


After all I hear of this good man’s selfless life I 
wish I had known him better. I find myself envying 
his patients and his dear ones, for they derived a 
splendid benefit from his quick sympathy and his in- 
tense understanding of joy and of sorrow. 

It would seem to me, from what I am told, that his 
sensitive introspective nature held him back from inti- 
mate relationship with others who would have under- 
stood and gratefully valued his noble manhood and 
his ability. I can imagine him unhappy, beyond words, 
when this sensitiveness prevented him from following 
his great urge to serve all humanity, not only pro- 
fessionally but in closest fellowship. 

His conspicuous zeal and ability were heritages 
from his great father, Hugo Mansfeldt; his gentleness 
a heritage from his sweet mother. 

In his early youth music came to him, and under 
the tutelage of his father he grew to be a brilliant 
pianist and utilized this gift to overcome the hard 
problems of life and consummate his ambition to be- 
come a physician. Indeed, after his graduation in 1897, 
standing fourth in his class, he continued to teach the 
piano for the glorious purpose of serving the people; 
all the while suffering from the most intense migraine. 
He endured the severe pain of this malady until he 
was forty-seven years of age. To see him at his work 
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and hear him giving freely of himself to others, one 
could not realize how keenly he suffered physically. 

His whole life, a melody bringing peace to others yet 
holding sad strains for himself, he played bravely on. 

We who honor him for his fine philosophy of con- 
duct express in these few inadequate words his worth 
to our profession and to all those whose good fortune 
brought them into contact with him. 


COUNCIL MINUTES 


Approved at the One Hundred and Seventy-First 
Meeting of the Council 


_ Minutes of the One Hundred and Sixty-Seventh Meet- 
ing of the Council of the California Medical Association— 
Held in Room 242 of the Biltmore Hotel, Los An- 
geles, California, Sunday, April 24, 1927, at 8 p. m. 

Present—Doctors McArthur, Gibbons, Phillips, Day, 
Hamlin, Kinney, Kiger, DeLappe, Shephard, Coffey, 
Harris, Rogers, Catton, Kress, Shoemaker, Curtiss, 
Pope, and General Counsel Peart. 

Absent—Doctors Peers and Bingaman. 


1. Call to Order—The meeting was called to order 
by the acting chairman, Morton R. Gibbons. 


2. Report. of the Council—The report of the Council 
as prepared by the acting chairman was read by 
Doctor Gibbons and discussed section by section in- 
corporating some changes in phraseology. It was 
stated that this report would be presented at the first 
general session and at the first meeting of the House 
of Delegates. 

Action by the Council—On motion of Hamlin, sec- 
onded by Phillips, it was 

Resolved, That the report of the Council, as 
amended, be adopted. 


3. Financial Statement—The secretary presented the 
audit of the books of the Association as prepared by 
Hugh Ross, public accountant, for the year 1926. 

Action by the Council—On motion of DeLappe, 
seconded by Rogers, it was 

Resolved, That the audit of accounts for the year 
1926, as presented, be approved. 


4. Report of the Secretary—The secretary read the 
annual report of the secretary as prepared for the year 
1926. A minor change in the wording of the sentence 
having to do with the reserve funds was suggested, 
after which the report was unanimously approved. 


5. Report of the Committee on Scientific Program— 
As chairman of the Committee on Scientific Program, 
the secretary presented the report of that committee, 
which outlined the work done by the section officers, 
county secretaries, and the Arrangements Committee 
during the past year. 

Action by the Council—On motion of Catton, sec- 
onded by Kinney, it was 

Resolved, That the report of the Committee on 
Scientific Program be adopted as read. 

6. (See footnote.) 

7. (See footnote.) 


8. Incorporation of the Association—The general 
counsel stated that he had prepared an amendment to 
the Constitution to permit the incorporation of the 
Association. Mr. Peart stated that the amendment 
would be introduced this year, and could be adopted 
next year by the House of Delegates. 


9. Adjournment—There being no further business 
the meeting adjourned to meet at 2:30 p. m. Monday, 
April 25, 1927. 


Minutes of the One Hundred and Sixty-Eighth Meeting 
of the Council of the California Medical Association— 
Held in Room 242 of the Biltmore Hotel, Los An- 
geles, California, Monday, April 25, 1927, at 2:30 p. m. 


Present—Doctors McArthur, Gibbons, Phillips, Day, 
Hamlin, Kinney, Kiger, DeLappe, Shephard, Coffey, 


Footnote—Minutes Nos. 6 and 7 pertain to the question 
of a permanent home, and will be published in due time. 
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Harris, Rogers, Peers, Catton, Kress, Shoemaker, 
Curtiss, Pope, and General Counsel Peart. 

Absent—Doctor Bingaman. 

1. Call to Order—The meeting was called to order 
by the acting chairman, Morton R. Gibbons. 

2. Adjournment—Dr. Oliver D. Hamlin stated that 
as the docket was small and several of the members 
of the Council were anxious to attend section meet- 
ings, he would entertain a motion that the meeting 
adjourn until 4:30 p. m. Such motion was made and 
unanimously carried. 


Adjourned Meeting of the Council of the California 
Medical Association—Held in Room 242 of the Bilt- 
more Hotel, Los Angeles, California, Monday, April 
25, 1927, at 4:30 p. m. 

Present—Doctors McArthur, Gibbons, Phillips, Day, 
Hamlin, Kinney, Kiger, DeLappe, Shephard, Coffey, 
Harris, Rogers, Peers, Catton, Kress, Shoemaker, 
Curtiss, Pope, and General Counsel Peart. 

Absent—Doctor Bingaman. 


1. Call to Order—The meeting was called to order 
by the acting chairman, Morton R. Gibbons. 

2. Legislative Committee—Harlan Shoemaker, chair- 
man of the Legislative Committee stated that he was 
desirous of meeting with the other members of his 
committee before reporting to the Council and re- 
quested that his report be heard at a later meeting, 
which request was granted. 

3. Medical Activities Committee—Letter from Doc- 
tor Graves, chairman of the Medical Activities Com- 
mittee, was read, wherein he advised of the change of 
plans of his committee made necessary by councilor 
action allotting only such time as is regularly allowed 
to a section meeting to his program. Doctor Kinney, 
member of the Medical Activities Committee, stated 
that it: was his belief that Doctor Graves should be 
invited to come before the Council and discuss the 
future plans of the committee. 

Action by the Council—On motion duly made and 
seconded, it was 

Resolved, That the matter of medical activities be 
continued until the’ next meeting of the Council and 
the secretary be requested to invite Doctor Graves to 
meet with the Council at that time. 

4. Committee on Revising the Constitution—Dr. 
George H. Kress, chairman of the Committee on 
Revising the Constitution, advised that in accordance 
with the action of the Council he had had printed 
copies of the Model Constitution and By-Laws of 
the American Medical Association for distribution 
at the first meeting of the House of Delegates and 
that Mr. Peart had brought in a number of amend- 
ments which he had considered desirable. Doctor 
Kress stated that at the first House of Delegates 
meeting he proposed to ask all members to sug- 
gest any amendments they considered worthy, and 
that at the second House of Delegates meeting all 
amendments would be offered and presented. Later 
all amendments with alternate propositions would 
be codified and printed in CALIFORNIA AND WESTERN 
MepIcinE, so that in 1928 it would be possible to dis- 
cuss the propositions intelligently. . 

5. Walter Reed Memorial—William H. Kiger, chair- 
man of the Committee on the Walter Reed Memorial, 
advised the Council that he had received approxi- 
mately $200 or $300 for the fund and that the com- 
mittee was still active. 

Action by the Council—On motion of Catton, sec- 
onded by Phillips, it was 

Resolved, That the Committee on the Walter Reed 
Memorial be continued. 

6. Committee on the Medical Practice Act—Dr. 
George H. Kress, chairman of the Committee on the 
Medical Practice Act, advised the Council that the 
Board of Medical Examiners had submitted several 
amendments to the present act at the legislature. 
Doctor Kress suggested that the committee be con- 
tinued so that it might study the Medical Practice 
Act, and if amendments were considered advisable, 
devise ways and means of bringing them before the 
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legislature. Dr. Harlan Shoemaker informed the 
Council that all amendments that were proposed by 
the Board of Medical Examiners had been passed and 
signed by the Governor. 

Action by the Council—On motion of Rogers, sec- 
onded by Phillips, it was 

Resolved, That the report of the Committee on the 
Medical Practice Act be accepted and the committee 
continued. 


7. Clinical Prizes—Dudley Fulton, chairman of the 
Committee on Clinical Prizes, submitted the following 
report: 

The committee recommends that the essay entitled 
“The Diagnosis of Drunkenness,” under the nom de 
plume of “Aretaeus,” be awarded the prize for research 
work. 

The following recommendations are respectfully 
submitted to the Council: 


(1) That the policy of holding those competitions 
for research and clinical prizes be continued. 

(2) That this competition for prizes be given much 
more publicity than in the past. It is the belief of the 
committee that this might be accomplished by the 
following methods: 


(a) That an announcement be made in each sec- 
tion of the society, urging greater interest in the 
competition. . 

(b) That more frequent mention of the matter be 
made in the state journal. 

(c) That the secretary of the society remind each 
component society, which might be of benefit in keep- 
ing the matter before the individual members of the 
society. 

(3) That there be a change of two members of the 
Clinical Prize Committee each year. 


Discussion was had on the report as submitted, and 
it was recommended that not more than one member 
of the committee be replaced each year. Doctor 
Fulton informed the Council that the present mem- 
bers of the committee were desirous of being relieved, 
but would abide by the decision of the Council. 

Action by the Council—On motion of Phillips, sec- 
onded by DeLappe, it was 


Resolved, That the report of the committee be ac- 
cepted, except that sentence which recommends that 
two members of the committee be changed each year; 
that the prize be awarded to the author of the article 
on “The Diagnosis of Drunkenness” as recommended 
by the committee; and that the Council elect a com- 
mittee consisting of three members: one member to 
be elected for three years; one for two years; and one 
for one year. 

8. Adjournment—There being no further business 
the meeting adjourned to meet in the same place at 
2:30 Wednesday, April 27, 1927. 


One Hundred and Sixty-Ninth Meeting of the Council 
of the California Medical Association—Held in Room 
242, Biltmore Hotel, Los Angeles, California, April 27, 
1927, at 2:30 p. m. 

Present—Doctors McArthur, Gibbons, Phillips, Day, 
Hamlin, Kinney, Kiger, Bingaman, DeLappe, Shep- 
hard, Coffey, Harris, Rogers, Peers, Catton, Kress, 
Shoemaker, Curtiss, Pope, and General Counsel Peart. 

Absent—N one. 


1. Roll Call—The meeting was called to order by 
the acting chairman, Morton R. Gibbons. 


2. Medical Activities Committee—Proposed letter 
from the Council to Dr. John H. Graves, chairman of 
the Medical Activities: Committee, was read and 
approved. 

3. Councilor Terms—The question of arranging the 
terms of councilors so that five would expire each 
year was discussed, and it was decided that the matter 
be referred to the General Counsel. 

4. Clinical Prizes—Discussion was had as to a 
method of securing more papers for the clinical prize 
contest. It was stated that some papers read before 
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section meetings were the result of much research 
and were worthy of submission for the prizes. It was 
suggested that the date of submission of such papers 
might be set as December 1, which would permit of 
their being judged before any printed record appeared 
in the program or journal. Doctor Catton stated that 
the matter had been discussed at the section secre- 
taries and Program Committee luncheon, whereupon 
he was asked to submit a plan to the Council for sub- 
mission of such papers. 

The chairman then announced that nominations for 
members of the Clinical Prize Committee were in 
order. 

Action by the Council—On motion of Phillips, sec- 
onded by Catton, it was 

Resolved, That Dr. George Dock be appointed 
chairman of the Clinical Prize Committee for a period 
of three years. 

Action by the Council—On motion duly made and 
seconded, it was 

Resolved, That Emmet Rixford be appointed mem- 
ber of the Clinical Prize Committee for a period of 
two years. 

Drs. Eugene Kilgore and C. L. Callander were 
nominated for the one year term. A vote was taken 
and Doctor Kilgore, having received the majority, was 
named a member of the Clinical Prize Committee for 
a period of one year. 

5. Industrial Medical Practice—Letter from Dr. 
Philip Stephens, chairman of the Committee on In- 
dustrial Medical Practice, submitting his resignation, 
was read. 

Action by the Council—On motion of Catton, sec- 
onded by Kinney, it was 

Resolved, That the resignation of Philip Stephens 
be accepted and that the thanks of the Council be 
accorded him for the work he has accomplished as 
chairman of this committee. 

Doctor Kinney stated that he had talked with 
Doctor Stephens and that the name of Dr. Gayle 
Moseley had been suggested as chairman of the 
committee. 

Action by the Council—On motion of Kinney, sec- 
onded by Curtiss, it was 

Resolved, That Gayle Moseley be appointed chair- 
man of the Committee on Industrial Medical Practice. 

At this point Dr. John H. Graves entered the ses- 
sion by invitation of the Council. 

6. Medical Activities Committee—Letter from the 
Council expressing regret that changes in the program 
of the Medical Activities Committee were made neces- 
sary on account of change in councilor action, was 
presented to Doctor Graves, who requested that some 
minor additions be made, and that copy of the letter 
be forwarded to Chester H. Rowell, which. request 
met with the approval of the Council. 

Doctor Kinney advised the Council that the Com- 
mittee on Medical Activities had held two meetings 
since the annual meeting convened and that Doctor 
Graves was anxious that the work of the committee 
be limited to hospital standardization work, and not 
extended to include the larger field, as the committee 
could do this work well. Doctor Kinney stated that 
it was desirable that the work of the committee be 
defined as hospital standardization or betterment. 

Action by the Council—On motion of Catton, sec- 
onded by McArthur, it was 

Resolved, That the system of Doctor Graves and 
the report of Doctor Kinney be accepted as a progress 
report. 

7. Legislative Committee—Dr. Harlan Shoemaker, 
chairman of the Legislative Committee, outlined the 
plan of procedure which had been followed by the 
Legislative Committee. 

Action by the Council—On motion of Phillips, duly 
seconded, it was 

Resolved, That the report of the Legislative Com- 
mittee be approved. 


8. Membership Campaign—The advisability of con- 
ducting a membership drive as suggested in Doctor 
Kress’ editorial was discussed. Robert Peers spoke of 
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the necessity of close supervision of all applicants for 
membership bearing in mind that character was the 
chief requisite, with intelligence and medical training 
as secondary factors. Mr. Peart then discussed the 
reaction of a former drive. 

In connection with Doctor Kress’ editorial it was 
stated that the word “drive” be eliminated and the 
word “campaign” substituted therefor and that the 
next to the last paragraph be deleted. 

Action by the Council—On motion of Shephard, 
seconded by Hamlin, it was 

Resolved, That the editorial 
amended. 


be published, as 


9, Charters to County Societies—Discussion was 
had as to the feasibility of chartering all county socie- 
ties now members of the- Association in order to be 
assured that no society had failed to receive a charter 
from the State Association. 

Action by the Council—On motion of Phillips, sec- 
onded by Shephard, it was 

Resolved, That all county societies that are now 
component societies of the California Medical Asso- 
ciation be granted charters and notice of such action 
be sent to them, together with charter. 


10. Editorship—Letter from Dr. Sol Hyman regard- 
ing the editorship of the Journal was read by the 
secretary. 

Action bp the Council—On motion of Hamlin, sec- 
onded by Rogers, it was 

Resolved, That the letter be received and placed on 
file. 


11. Place of 1928 Meeting—Doctor Phillips asked 
that as a matter of personal privilege the place of the 
1928 meeting be considered as the next order of busi- 
ness. The secretary read invitations from various 
cities and hotels in California. Dr. Junius Harris 
spoke of the excellent facilities for handling large con- 
ventions at Sacramento. 

Action by the Council—On motion of Shoemaker, 
seconded by Peers, it was 

Resolved, That the 1928 annual meeting be held at 
Sacramento, date of meeting to be decided later. 

Doctor Kinney stated that for several years San 
Diego had yielded the convention in favor of other 
cities and that in 1928 it was the intention of the city 
to invite the Association to hold the 1929 session 
there. 

12. Bubonic Plague—Letter from Dr. George E. 
Ebright outlining the plague situation was read by the 
secretary. As Dr. George H. Kress was familiar with 
the situation, he stated that he would discuss the 
matter with Doctor Ebright. 


13. Sir William Osler—Telegram from A. S. Mus- 
ante, chairman of the public health section of the 
Commonwealth Club, asking that a committee be 
appointed to work in cooperation with the Common- 
wealth Committee in furthering the celebration of the 
birth of Sir William Osler, was read. 

Action by the Council—On motion of Coffey, sec- 
onded by Catton, it was ; 

Resolved, That William T.. McArthur be appointed 
to represent the State Association with power to 
appoint his own committee. 

14. Delegates to the A. M. A.—Letter from Doctor 
Soiland asking that instructions be given delegates to 
the A. M. A. was read. Doctor Hamlin pointed out 
the desirability of delegates being familiar with the 
problems of the Association. 

Action by the Council—On motion of Phillips, sec- 
onded by Catton, it was 

Resolved, That Doctor Hamlin and Doctor Day be 
appointed a committee of two to report at the next 
meeting of the Council on a plan whereby this prob- 
lem may be met. 

Letter from Doctor Vecki regarding terms of dele- 
gates to the American Medical Association was read 
and placed on file. 

15. Technical Specialties—Doctor Gibbons informed 
the Council that technical specialties had been dis- 
cussed by the Executive Committee and it was recom- 
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mended that the whole matter be referred to a com- 
mittee for investigation. It was pointed out that the 
present Committee on Technical Specialties was too 
widespread to be effective. Doctor Gibbons stated 
that it had been suggested that the whole matter be 
referred to the Medical Activities Committee for in- 
vestigation, study and report, and stated that as there 
was no objection the entire file would be referred to 
that committee. 

Action by the Council—On motion of Catton, sec- 
onded by Day, it was 

Resolved, That the matter of technical specialties 
be referred to the Medical Activities Committee with 
the request that the committee study the present situa- 
tion and report to the Council. 


16. Affiliate Members—The approval of the Council 
was asked in the matter of granting affiliate member- 
ships to George Bell, Fairoaks, Sacramento County; 
and C. L. Six, Stockton, San Joaquin County. 

Action by the Council—On motion of Hamlin, sec- 
onded by Peers, it was 

Resolved, That George Bell, Fairoaks, Sacramento 
County, and C. L. Six, Stockton, San Joaquin County, 
be granted affiliate memberships and are hereby 
elected the same. 


17. Councilor Visits—Kinney, First District—We 
have been marooned on a little island since January 1, 
and I have attended only one meeting at San Bernar- 
dino. I tried to go to Riverside. All four counties in 
my district have wide-awake societies. They have 
monthly meetings. The only criticism that can be 
made is that it is impossible to create any interest in 
the medical society of the state of California. I have 
tried every way possible. So far as scientific work is 
concerned, all are doing all we could ask. 

Hamlin, Seventh District—In Alameda County the 
Council of the society meets every Tuesday and dis- 
cusses matters of importance. There are a number of 
doctors who have recently come to Alameda who are 
not members of the society. There is a move to keep 
all applicants on probation for six months or a year. 
Contra Costa is a small county. Hardly any of the 
licensed doctors in the county are not members. Their 
meetings are sometimes held in their own residences. 
The scientific programs are all very good. I have not 
had an opportunity to visit San Joaquin or Calaveras. 

Bingaman, Third District—I have visited San. Luis 
Obispo. They seem to be getting along very well, the 
only trouble being the small membership. There is a 
new county hospital now under construction in the 
county which is the only problem they seem to have. 
Monterey County is getting along very satisfactorily. 
We are trying to devise means of eliminating the 
possibility of having other than desirable men as 
members. 

Catton, At Large—The reports of San Francisco 
County are good. We now have a new home. The 
society felt that the medical profession would go 
ahead faster and get more enjoyment out of the -meet- 
ings if something of this kind were done. San Fran- 
cisco members have pledged themselves for $200 for 
this new home. We are holding regular meetings 
every month. The board of directors is also meeting 
every month. 

Kiger, Second District—I am on the mailing list 
in the four counties in my district. Santa Barbara has 
a very active society. Ventura consists of three little 
towns: Ventura, Oxnard, and Santa Paula. I have 
made a number of visits to keep the society alive. 
Orange has a very active society and has very good 
programs. 

DeLappe, Fourth District—I have visited all coun- 
ties in my district with the exception of Tuolumne. 
Merced has the medical men of Mariposa County on 
the mailing list. Fresno has members of Kern and 
Madera. They have very good meetings from the 
standpoint of scientific merit and attendance. The 
membership has been increasing during the past year. 

Shephard, Fifth District—I believe Santa Clara 
County has a larger percentage of members of eligi- 
bles than any other society. The majority of the mem- 
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bers are in and around San Jose. Our hospital facili- 
ties are rather unique. We have two good hospitals 
controlled by the same group. No man is allowed to 
take patients into these hospitals who is not a member 
of the County Medical Society. Consequently new 
men are very anxious to become members of the 
society. The meetings are well attended. At practi- 
cally every meeting we have a dinner. The question 
of county hospitals is our one problem. We have a 
most excellent county hospital. I have not been able 
to visit San Mateo County, as they meet on the same 
night as Santa Clara. I have left Santa Cruz to Doctor 
Phillips. San Benito has no active medical society. 
There are only six or seven doctors. I have received 
the suggestion that-we employ a circulating advisor 
who could appear at the various luncheon clubs and 
tell what has been done by the medical profession in 
the way of betterment of medical conditions. I would 
like to suggest that you give this thought, as it might 
be well to have someone appear before these various 
clubs and call attention to the health conditions of 
today as compared with those of years ago. 


Harris, Eighth District—I have visited Yuba-Sutter. 
They have very successful meetings. Sacramento is 
getting along very well. When: our new hospital is 
completed we will follow out the same plan as Ala- 
meda. We will arrange for social service work in the 
county hospital, which will do away with taking 
patients who are able to pay. 

Rogers, Ninth District—I am a new councilor and, 
being unfamiliar with the practices, have not visited 
very much during the year. I visited Sonoma County. 
They have quite an active society. Each year we have 
a joint meeting with Mendocino County at Clover- 
dale. This year I hope to visit all the counties. 


Curtiss, At Large—I visited Riverside, San Bernar- 
dino, and Orange. They are rather inactive. They 
have no constructive programs to offer. I believe it 
is a good thing to stress what is going on in the 
Council and try to make the societies realize what the 
State Association is doing. I believe the suggestion 
of a liaison officer is a very good one. 

18. Adjournment—There being no further business 
the meeting adjourned to meet at 11 a. m. Thursday, 
April 28, 1927. 


One Hundred and Seventieth Meeting of the Council 
of the California Medical Association—Held in Room 
242, Biltmore Hotel, Los Angeles, California, Thurs- 
day, April 28, 1927, at 11 a. m. 


Present—Doctors Gibbons, Kiger, Phillips, Kelly, 
Hamlin, Kinney, Duffield, Bingaman, DeLappe, Shep- 
hard, Coffey, Harris, Rogers, Peers, Catton, Kress, 
Shoemaker, Curtiss, Pope, and General Counsel Peart. 

Absent—N one. 

Invited—Drs. Hubert Work and W. T. McArthur. 


1. Call to Order—The meeting was called to order 
by the acting chairman, Morton R. Gibbons. 


2. Dr. Hubert Work—Dr. Hubert Work, Secretary 
of the Interior, being present at the convention as an 
invited guest, addressed the Council. Doctor Work 
spoke of his work in the field of medicine and ex- 
pressed the sentiment that he had an ever present 
interest in medicine. 


3. Election of the Chairman of the Council—Dr. 
Oliver D. Hamlin, chairman of the Council, informed 
that body that Doctor Gibbons had been acting in his 
absence during the greater part of the year and was 
thoroughly familiar with the work of the Association. 

Action by the Council—On nomination of Hamlin, 
seconded by Shephard, Morton R. Gibbons of San 
Francisco was unanimously elected chairman of the 
Council to succeed Oliver D. Hamlin for the ensuing 
year. 

4. Appointment of the Secretary—Action by the 
Council: On motion of Kress, seconded by Phillips, 
it was unanimously 


Resolved, That Emma W. Pope of San Francisco 
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be appointed secretary of the California Medical Asso- 
ciation for the ensuing year at her present salary. 


_5. Appointment of the Editor—Action by the Coun- 
cil: On motion of Catton, seconded by Hamlin, it was 
Resolved, That Dr. George H. Kress and Dr. Emma 
W. Pope be continued and hereby appointed as asso- 
ciate editors under the same provisions and conditions 
as set forth in the resolution of the Council adopted 


a one hundred and sixty-sixth meeting, March 19, 


6. Resignation of Assistant to Editor—The secre- 
tary reported that Miss Sue Van Wagenen, who had 
held the position as aSsistant to the editor under 
Doctor Musgrave, had now tendered her resignation 
to take effect June 1, 1927. Miss Van Wagenen had 
accepted a position at the Cottage Hospital in Santa 
Barbara. The secretary on behalf of the editors stated 
that it was thought it would not be necessary to 
appoint anyone in Miss Van Wagenen’s place. 

The Council accepted the resignation of Miss Van 
Wagenen with a grant of two weeks’ vacation, which 


was due Miss Van Wagenen, such vacation to begin 
May 15, 1927. 


7. Salaries—The secretary called attention to the 
fact that Miss Bradford, Miss Comings and Miss 
Bignami, in the secretary’s office, had received no 
recent increase in their salaries although they had 
been faithful and efficient in the work of the Associa- 
tion during the last several years. 

Action by the Council: On motion of Hamlin, sec- 
onded by Peers, it was 

Resolved, That the recommendations of the secre- 
tary be approved and that the salaries of said assist- 
ants be set as follows: Miss Bradford, $160 per month; 
Miss Comings and Miss Bignami, $150 per month, 
commencing May 1, 1927. 


8. Industrial Medical Practice—Harlan Shoemaker 
introduced Gayle Moseley to the Council. Doctor 
Moseley spoke of the present situation in the indus- 
trial medicine field in California. Doctor Moseley sug- 
gested that the committee to handle industrial medi- 
cine consist of five members: one from Los Angeles, 
one from San Francisco, possibly one from San Diego, 
one member of the Council and himself as chairman, 
which committee would make a thorough study of the 
problem of industrial medicine during the next year. 
This committee would find out if possible the number 
of people being treated under this system, and how 
many employers are arranging to care for their em- 
ployees in case of illness or accident, and the reaction 
of the employees. 


Mr. Peart and other members of the Council spoke 
of the work that had been done in the past by the 
present committee. It was suggested that the com- 
mittee of five of which Doctor Moseley would be 
chairman might work in cooperation with the present 
committee and be known as the Social Survey Com- 
mittee or some similar name, which Doctor Moseley 
could select. 

Action by the Council—On motion of Kress, 
onded by Hamlin, it was 

Resolved, That Dr. Gayle Moseley be requested to 
select a proper name for this committee; that he pre- 
sent names of members and a digest of his program 
to the Executive Committee at its next meeting, to 
which he shall be invited, and that the Executive 
Committee have the right to approve the proposal if 
it sees fit. 


sec- 


9. Arrangements Committee—Dr. Percy Phillips 
advised the Council that he had appointed the follow- 
ing members as the Committee on Arrangements for 
the 1928 meeting: Junius B. Harris, Sacramento, chair- 
man; Robert A. Peers, Colfax; and Fred Fairchild, 
Woodland. Doctor Phillips stated that the committee 
might enlarge its personnel as it deems best to further 
its best interests. 

10. Auditing Committee—Dr, Morton R. Gibbons 
informed the Council that he had appointed as mem- 
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bers of the Auditing Committee, Oliver D. Hamlin, 
chairman; and T. Henshaw Kelly. 


11. Appointment of General Attorney—Action by 
the Council: On motion of Catton, seconded by 
DeLappe, it was 


Resolved, That the present General Counsel, Mr. 
Hartley F. Peart be reappointed to succeed himself 
for the ensuing year. 


Doctor Hamlin called the attention of the Council 
to the fact that he believed the present retainer fee 
of Mr. Peart was inadequate and suggested that a 
committee be appointed to investigate the matter and 
report. 

Action by the Council: 
onded by Peers, it was 


Resolved, That the chairman of the Council and 
the chairman of the Auditing Committee constitute a 
committee to investigate the matter of the proper 
retainer fee for Mr. Peart. 


12. Appointment of the Assistant General Counsel— 
Action by the Council: On motion of Kress, seconded 
by DeLappe, it was 

Resolved, That Mr. Hubert T. Morrow of Los 


Angeles be reappointed to succeed himself as assistant 
general counsel for the ensuing year. 


13. Delegates to the A. M. A.—Doctor Hamlin ad- 
vised the Council that he had not yet had time to dis- 
cuss the problem of instructing delegates to the 
A. M. A., but that he was strongly in favor of some 
plan being devised whereby the delegates would keep 
in close touch with the workings of the Association. 

Action by the Council—On motion of Phillips, sec- 
onded by Catton, it was 


Resolved, That the committee be continued. 


14. Advertising Agents—The general counsel ad- 
vised the Council that he would draw up new con- 
tracts covering commissions to advertising agents for 
CALIFORNIA AND WESTERN MeEpIcINE which would pro- 
tect the interests of the Association. 


15. Physicians Income Tax—Dr. Harlan Shoe- 
maker informed the Council that he had spoken to 
Granville MacGowan about the question of physicians’ 
income taxes, and that Doctor MacGowan wished to 
retain the chairmanship. 


16. Annual Directory—The question of. including 
various informational data in the annual directory was 
discussed. 

Action by the Council—On motion of Kress, duly 
seconded, it was 

Resolved, That the matter of the annual directory 
be referred to the Executive Committee. 


17. Minutes of the One Hundred and Sixty-Sixth 
Meeting of the Council—Action by the Council: On 
motion of Phillips, seconded by Catton, it was 

Resolved, That the minutes of the one hundred and 
sixty-sixth meeting of the Council as mailed to all 
members be approved. 


18. Minutes of the Ninety-Eighth Meeting of the 
Executive Committee—Action by the Council: On 
motion duly made and seconded, it was 

Resolved, That the minutes of the ninety-eighth 
meeting of the Executive Committee be approved as 
mailed to all councilors, 


19. Group Insurance for Physicians—Doctor Kress 
stated that discussion had taken place on the matter 
of securing insurance benefits for members of the 
Association and that the plan appeared to be practi- 
cable and desirable. 

Action by the Council—On motion of Kress, sec- 
onded by Catton, it was 

Resolved, That Drs. W. B. Coffey and Henry W. 
Gibbons be constituted a committee to investigate the 
matter of securing information on the group insur- 
ance plan for members of the California Medical 
Association. 

20. Medical Ethics in Medical Schools—The secre- 
tary read a letter received from the American Medical 
Association asking that lectures on medical ethics be 


On motion of Phillips, sec- 
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made a part of the curriculum in every approved 
medical school. It was the sense of the Council that 


the letter be referred to the Medical Activities Com- 
mittee. 


21. Harrison Narcotic Act—Letter from the Ameri- 
can Medical Association enclosing memorandum rela- 
tive to the promulgation of regulations under the 
National Prohibition and Harrison Narcotic Act be 
endorsed, and that Doctor Woodward be so notified. 


22. Physicians’ Directory in Journal—Discussion 
was had on the action of the Executive Committee 
regarding the elimination of the “Physicians Direc- 
tory” from the journal. 


Action by the Council—On motion of Catton, sec- 
onded by DeLappe, it was 


Resolved, That the previous action of the Executive 
Committee be endorsed by this Council and that 
classified advertisements of physicians be eliminated 
at the expiration of the contracts or by voluntary 
withdrawal before the expiration of such contracts. 


23. Adjournment—There being no further business 
the meeting adjourned. 
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COMPONENT COUNTY SOCIETIES 
SALT LAKE COUNTY 


The regular meeting of the Salt Lake County Medi-. 
cal Society was held in the Assembly Room, Medical 


— Building, Salt Lake City, Monday, November 28, 
1927. 


The meeting was called to order at 8:15 p. m. by 
President W. G. Schulte. Thirty-five members and 
two visitors were present. 


Minutes of the previous meeting were read and 
accepted without correction. 


George M. Fister of Ogden read a paper entitled 
“A Few Red Blood Cells in the Urine.” He covered 
his subject thoroughly including the etiology, prog- 
nosis, and methods of diagnosis, and illustrated his 
paper by lantern slides showing x-ray films of inter- 
esting genito-urinary conditions. His paper was dis- 
cussed by C. L. Shields, John Z. Brown, and W. G. 
Schulte. 


Vice-President William F. Beer took the chair. 


The next paper was on “Rheumatic Heart Disease 
in Childhood” by Eugene H. Smith of Ogden, presi- 
dent of the Utah State Medical Association. He took 
up in a masterly manner the pathology of rheuma- 
tism and the resultant changes in the heart itself. He 
illustrated his points by a chart summarizing one hun- 
dred of his own cases. This very interesting paper 
was discussed by L. E. Viko, W. R. Tyndale, W. R. 
Calderwood and Ralph Tandowsky. 


The applications for membership signed by Bremer 
and Quick, and an application for transfer from Cache 
County signed by Eugene Worley were read. 

The secretary read a communication from Inter- 
mountain Lloyds relative to group automobile insur- 
ance at a reduced rate. L. W. Snow moved that a 
committee of two be appointed to investigate the 
report. Seconded and carried. 


A communication from Parke, Davis & Company 
requesting permission to exhibit a film, “How Bio- 
logicals are Made,” was read. John Z. Brown moved 
that a committee of three be appointed to see a pre- 
view and decide whether or not the films should be 
shown. Seconded and carried. 


Communication from F. W. Pottenger was read. 
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He stated his regrets that he was unable to read a 
paper before the society because of illness. 


A letter from Willard Christopherson, city health 
commissioner, was read in which he requested co- 
operation of the society in the present campaign to 
administer toxin-antitoxin to all school children. 
Garland H. Pace moved that the society cooperate 
with the Board of Health. Seconded. Discussed by 
W. T. Ward, Clark Young and William F. Beer. 
Carried. 


William F. Beer read his report on the banquet 
given in honor of the dentists. He moved that the 
society omit refreshments at the meeting on Decem- 
ber 12. Seconded and carried. B. E. Bonar moved 
that the society extend the banquet committee a vote 
of thanks for the excellent manner in which the affair 
was carried out. Seconded and carried. 


William T. Ward gave a preliminary report for his 
Committee to Investigate Institutions Caring for 
Charity Patients. He suggested that a carefully picked 
committee be appointed to give the existing conditions 
further study. William F. Beer added some remarks 
and John J. Galligan, city physician, reported on how 
the Emergency Hospital was run. John Z Brown 
moved that the same committee be continued and the 
chairman be authorized to choose members to help 
him. Discussed by W. T. Ward. Carried. 


The proposed change in the By-Laws raising the 
dues from $10 to $15 and raising the admission fee to 
$20 after a member has been dropped for nonpayment 
of dues was read. 


Adjournment at 11:10 p. m. 


* * * 


A special meeting of the Salt Lake County Medical 
Society was held in the Assembly Roont of the Medi- 
cal Arts Building, Salt Lake City, Monday, Decem- 
ber 5, 1927. 


Meeting was called to order at 8:15 p. m. by Presi- 
dent W. G. Schulte. There were seventy-five mem- 
bers and seven visitors present. 


The speaker was Edgar Gilcreest of San Francisco, 
who spoke on Sir William Osler, physician and phil- 
anthropist. He held his audience spellbound with his 
talk, which emphasized especially the humane side of 
this great man. 

Adjournment at 9:30 p. m. 


M. M. CritcHLow, Secretary. 


Committees on Public Health, Arrangements and 
Public Policy and Legislation—Secretary Steel of 
the Utah State Association announces the following 
appointments to committees: 


Commmittee on Public Health—W. R. Calderwood, 
chairman; H. B. Kirtley, John Z. Brown. 

Committee on Local Arrangements for State Con- 
vention, 1928—Ezra C. Rich, chairman; F. K. Bartlett, 
J. R. Morell. 

Committee on Public Policy and Legislation—A. C. 
Callister, chairman; F. J. Curtis, one to be appointed. 


Medico-Dental Meeting—One of the outstanding 
events of the past month was the banquet extended 
by the Salt Lake County Society to the Dental So- 
ciety. The function was held in the Elks’ Club, with 
approximately 150 doctors and dentists in attendance. 

Arrangements were made by Doctors Beer, Wright 
and Lester Paul. The banquet, which was decidedly 
a “get-together” gathering, was followed by orches- 
tral music, a series of boxing bouts, and singing. 

Dr. William Donoher, as toastmaster, called for re- 
sponses from numerous members of both societies on 
subjects introduced in his happily facetious vein. 


These mutual gatherings do much to cement friend- 
ship and good will. 
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Honor to Past Presidents of Salt Lake County 
Society—On the evening of December 7, Dr. William 
Schulte, retiring president of the Salt Lake County 
Society, entertained the past presidents of the society 
at a dinner in the New House Hotel, held quite appro- 
priately, in the president’s suite. 

Twenty-five guests assembled and after dinner the 
“old-timers” indulged in reminiscences of the early 
medical history of the city and county. 


& 
UTAH COUNTY 

October 12, at the regular meeting, Dr. B. E. Bonar 
of Salt Lake City read a very interesting paper on 
“Diagnosis and Treatment of Pneumonia in Children.” 
October 26, Dr. Floyd Hatch gave a paper on “Diag- 
nosis of Renal Tumors.” On November 9, Drs, Clar- 
ence Snow and Ralph Richards read papers on the 
“Medical and Surgical Aspects of Goiter.” The No- 
vember 3 meeting was a business meeting. 


All the above meetings were held in the Roberts 
Hotel, beginning with a dinner, after which the scien- 
tific programs were held. The Utah Society regularly 
invites the wives of its members to the dinner on the 
first meeting night of each month. The ladies later 
amuse themselves as they see fit until after the close 
of the scientific program. Not a bad idea as we see it, 
and one which apparently works out well. 

ARNOLD Rosison, Secretary. 


Meeting of the Holy Cross Hospital Clinical 
Association—The last meeting of the Holy Cross 
Hospital Clinical Association November 21, was very 
well attended both by members of the association and 
by the nursing body and visitors. The program has 
recently taken the form of case reports, and the ex- 
hibition of interesting patients was good and evoked 
a considerable discussion. Doctor Colonge showed 
and demonstrated apparatus designed to overcome 
joint disfunction following traumatic injuries. Doctor 
Flood, the pathologist, showed a number of inter- 
esting specimens. Doctor Hosmer gave a very com- 
plete discussion of soft-tissue trauma from the stand- 
point of anatomical recognition of muscle disfunction 
and the prevention of posttraumatic infection. Both 
interns reported cases. Election of officers will occur 
at the next meeting, December 19. The association 
invites all of the medical fraternity who desire to 
attend these meetings, which are regularly held on the 
third Monday of each month from September to May 
inclusive. 
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TWENTY-FOURTH ANNUAL SESSION 


Business Meeting—The business meeting was called 
to order by the president at 8:45 p. m. The reading 
of the minutes of the previous meeting was dispensed 
with on motion of M. A. Robison, seconded by T. W. 
Bath. The secretary’s report on membership and 
finances was also dispensed with on motion by the 
same members, 

The delegate to the American Medical Association 
not having been in attendance at the meeting of that 
body, M. A. Robison, who attended, made a short 
report. All of the points covered by Doctor Robison 
are contained in the annual report, which is on file 
in the secretary’s office. The subject of venereal dis- 
ease, with the idea of bringing out some method of 
control, was then discussed generally by all present, 
but no action was taken. 
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The Entertainment Committee made its report 
through D. A. Turner, who announced that the annual 
meeting would close with a dance to be held at the 
Century Club at 9:30 p. m., September 24, 1927. 

The Necrology Committee then reported through 
T. W. Bath; who read a very eloquent obituary in 
memory of Dr. Simeon L. Lee. Moved by M. A. 
Robison, seconded by D. A. Turner, that this obituary 
be submitted to CALIFORNIA AND WESTERN MEDICINE for 
publication. Carried. 

The election of officers for 1928 was the next order 
of business: 


President: M. A. Robison, seconded by T. W. Bath, 
nominated R. R. Craig of Tonopah for president. 

D. A. Turner, seconded by E. L. Creveling, nomi- 
nated W. M. Edwards of Yerington. D. A. Turner 
moved that the nomination be closed and that the elec- 
tion be by secret ballot, seconded by E. L. Creveling. 
Carried. Upon a poll of votes cast, W. M. Edwards, 
having a majority, was declared elected. 

First vice-president: D. A. Turner, seconded by 
B. H. Caples, nominated G. F. Smith of Reno for 
first vice-president, who was unanimously elected. 

Second vice-president: D. A. Turner, seconded by 
M. A. Robison, nominated G. W. Green of Ely for 
second vice-president, who was unanimously elected. 

Secretary-treasurer: E. L. Creveling, seconded by 
D. A. Turner, nominated Horace J. Brown of Reno 
for secretary-treasurer; unanimously elected. 

Trustee for three years: E. L. Creveling, seconded 
by M. A. Robison, nominated R. P. Roantree of Elko 
for trustee for three years; unanimously elected. 

There being no further business to come before the 


ml it was adjourned until 10 a. m., September 24, 


* * * 


After the scientific program, published in the Octo- 
ber issue of CALIFORNIA AND WESTERN MEDICINE, a short 


business session was then held. The annual meeting 
for 1928 was discussed, and it was moved by A. J. 
Hood, seconded by D. A. Turner, that the meeting be 
held at Bowers’ Mansion, with the date left to the 
judgment of the incoming officers. Motion carried. 


Honorary members: Moved by C. E. Piersall, sec- 
onded by J. L. Robinson, that the Association extend 
their vote of thanks to all of our visitors and that 
such of them as participated in the program be made 
honorary members. Motion carried. 


_Motion by D. A. Turner, seconded by S. K. Mor- 
rison, that Mr. Lester J. Hilp be extended a vote of 
thanks for his cooperation, thoughtfulness and gener- 
osity in making the meeting a success. Unanimously 
and vociferously carried. 

Several of the visitors expressed their thanks and 


appreciation to the Association for the courtesies 
shown them. 


There being no further business the meeting was 
adjourned sine die. 


The following members were in attendance at vari- 
ous times during the meeting: I. S. Egan, Earle L. 
Creveling, C. H. Lehners, H. J. Brown, P. J. Mangan, 
W. L. Samuels, Anna De Chenne, R. H. Hawkins, 
W. H. Hood, A. F. Adams, F. H. Harrison, D. A. 
Turner, M. A. Robison, E. E. Hamer, A. R. Da Costa, 
A. J. Hood (Reno), C. E. Piersall, L. P. Monson, 
J. A. Fuller, H. W. Sawyer, John Tees, A. L. Stad- 
therr, S. K. Morrison, T. W. Bath, H. L. Dalby, A. L. 
Grover, M. R. Walker, S. M. Sproat, B. H. Caples, 
A. E. Landers, H. A. Paradis, J. L. Robinson. 


The following honorary members and visitors were 
also present at various times during the meeting: 
W. B. Coffey, J. D. Humber, D. K. Pischel, T. W. 
Huntington, J. R. Allanis, P. K. Brown, M. B. Wes- 
son, B. C-N. O’Reilly, W. E. Stevens, J. T. Watkins, 
D..S. Pulford, S. H. Hurwitz, R. O. Schofield, P. W. 
Frame, J. P. Warren, R. R. Newall, C. C. Tiffin, E. L. 
Gilcreest, A. R. Kilgore, Lewis Michelson, D. W. 
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Sooy, G. W. Pierce, Howard Fleming, H. H. Runo, 
G. H. Ross, T. N. Williams, C. I. Burnett, H. M. 
Peyser, Eugene Benjamin Travers, Mrs. S. M. Sproat, 
Mrs. R. H. Hawkins, Miss Ruth Ward. 


NEVADA NEWS ITEMS 

Dr. John W. Fuller, retiring president of the Washoe 
County Medical Society, entertained the members of 
that body at dinner at the Indart Hotel, Reno, on the 
evening of December 13. There were no papers read. 
A general discussion of birth control followed the 
dinner. Officers for 1928 were elected as follows: 
B. H. Caples, president; D. L. Shaw, vice-president; 
Thomas W. Bath, secretary-treasurer; S. K. Mor- 
rison, censor, all of Reno. 

Dr. Fleet Harrison of Minden has removed to Colo- 
rado and has been succeeded at Minden by Dr. P. W. 
Robinson, formerly of Virginia City. 

Dr. A. Huffaker of Carson City, one of the oldest 
physicians of the state, has retired from active prac- 
tice and has gone to San Francisco, hoping to improve 
his health. Dr. L. P. Monson, formerly of the Pre- 
sidio of San Francisco, and Virginia City, has taken 
over Doctor Huffaker’s practice. 

Dr. William J. Circe, for many years located at 
Carson City, has removed to Virginia City to engage 
in practice. 


The Discouraging Cancer Death Rate—Dr. Fred- 
erick L. Hoffman has stated in his survey of the 
cancer situation that “the cancer record for 1926 is a 
dismal indictment of the failure of modern efforts to 
check the ravages of this dreadful affliction.” 

This statement is based on a statistical study of 
the mortality records of 119 American cities. While 
Doctor Hoffman is recognized as an expert statisti- 
cian, it is fair to hope that the picture is not so appal- 
ling as the figures seem to imply, for it is probably 
true that the cancer propaganda has led to more care- 
ful study of sick people with better diagnostic returns 
and it may be that cities show a disproportionate 
increase because the cancer patients are sent or gravi- 
tate to the cities, to some extent at least. 

Surgeons are regularly reporting more and more 
cured cases of cancer, and every community can fur- 
nish evidence of the beneficial results following sur- 
gical interventions. Even if the average longevity of 
the race has increased to the extent that a very much 
larger proportion of the people reach the cancer age, 
we may still hope that more general appreciation of 
the possibility of cancer in obscure cases may lead to 
a larger number of cures. 

Although Doctor Hoffman says that “the vast 
amount of laboratory research on the one hand and 
of cancer propaganda on the other seem to have had 
no measurable effect on the cancer death rate” and 
that “the enormous sums of money which have been 
expended on cancer research seem to have yielded 
thus far not a fragment of evidence of real value 
toward the control and cure of the disease” it may be 
that the statistical evidence is to some extent unbal- 
anced. It is probably true that until within recent 
years many people died of unsuspected cancer. 

Even if Doctor Hoffman’s gloomy statements are 
true, about 30 per cent of all cancers are curable in 
the early stages and the statistics will eventually 
reflect the advantages of early recognition and sur- 
gery.—Boston M. and S. J. 


Sane Medical Charity—The Chicago Medical So- 
ciety has recently taken the stand that free medical 
service should be rendered only to those who are 
recipients of other forms of charity. At last we have 
found a group of doctors with sense.—Southern Medi- 
cine and Surgery. 
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CURRENT COMMENT 


The Endorsement of Commercial Products by 
Physicians—In this present era of advertising and 
publicity, it has become a widely followed practice for 
the makers of all kinds of goods to advertise their 
wares by printing the pictures of well-known men 
or women together with their endorsements of the 
product. Thus, we are accustomed to see portrayals 
of dramatic critics, actors and others smoking some 
particular brand of cigar or cigarette and certifying 
that there is nothing like it. The endorsers, we under- 
stand, are not infrequently remunerated. 

The propriety of this course on the part of those 
who furnish their endorsements, where such endorsers 
are members of the laity, is a matter falling within 
their liberty of choice, and is properly governed by 
their own sense of the fitness of things. When, how- 
ever, non-therapeutic agents, such as, for example, 
cigarettes, are advertised as having the recommenda- 
tion of the medical profession, the public is thereby 
led to believe that some real scientific inquiry has been 
instituted, and that the endorsement is the result of 
painstaking and accurate inquiry as to the merits of 
the product. 

So then by this advertisement the general public is 
given the impression that there has been a real scien- 
tific inquiry as to the therapeutic effect of the cigar- 
ettes in question, and that a real scientific investiga- 
tion has been made, as a result of which the conclu- 
sion has been scientifically arrived at that the cigar- 
ettes in question were “less irritating to sensitive or 
tender throats than any other cigarettes.” It is highly 
improbable, to say the least, that any such scientific 
investigation such as doctors make in order to deter- 
mine the value, let us say, of insulin or other thera- 
peutic agents, had been made. The thinking members 
of the public must realize this, and those of them in- 
clined toward a dislike or suspicion of the profession 
might unfortunately be led to the conclusion that pro- 
fessional judgment was in some instances tainted with 
that commercialism which would destroy its scientific 
value. If this is so, such conclusions would not aid 
in building up that confidence and respect for medical 
opinion to which your great profession and its indi- 
vidual members so richly are entitled—Lloyd Paul 
Stryker. (Reprint from New York State Journal of 
Medicine.) 


NEWS 


Meeting of Laennec and Trudeau Societies—The 
Laennec Society of San Francisco, made up of a small 
number of physicians interested in lung disease, has 
invited the Trudeau Society of Los Angeles to unite 
with it in presenting to the profession a symposium 
on lung surgery on Saturday, January 28, 1928. 

_On Saturday morning at 9 o'clock at the San Fran- 
cisco Hospital there will be a clinic at which Doctor 

Thearle will do the operation of thoracoplasty, and 
‘ Doctor Matson will do a Jacobaeus Unverricht opera- 
tion on pleural adheSions: Dr. Leo Eloesser will either 
do an operation on a case of bronchiectasis or illus- 
trate the operation and show a number of cases. 

On Saturday afternoon at 2 o’clock in the rooms of 
the San Francisco County Medical Society a literary 
program will be presented, consisting of papers by 
the invited guests with lantern slide exhibition, and 
papers also by leading surgeons who have done con- 
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siderable work in this field, including Dr. Harold 
Brunn of the University of California Medical School 
on lobectomy for the treatment of bronchiectasis; 
Dr. Leo Eloesser, professor of clinical surgery, Stan- 
ford University Medical School on partial thoraco- 
plasty; and Dr. Emile Holman of Stanford University 
Medical School on experimental production of tuber- 
culous abscesses of the lung. 

It is probable that Dr. Edward Archibald of Mon- 
treal who is to address the Academy of Medicine on 
the night of January 28 will give some clinics and 
participate in the afternoon meeting at the San Fran- 
cisco County Medical Society rooms. 

Full announcement of the program is appended. 
The medical profession is invited to attend the morn- 
ing operations and the afternoon session, 

a“ 

Laennec Society’s Symposium on Lung Surgery— 
Saturday morning, 9 a. m., San Francisco Hospital, 
January 28, 1928. Main surgical amphitheater: 

Thoracoplasty—Dr. William A. Thearle, Major 
Medical Corps, U. S. A. (retired), and formerly sur- 
geon at Fitzsimmons Hospital. 

Jacobaeus Unverricht operation on pleural adhe- 
sions—Dr. Ralph A. Matson. 

Bronchiectasis operation and case reports—Dr. Leo 
Eloesser. 

Saturday afternoon—Rooms of San_ Francisco 
County Medical Society, Laguna and Washington 
streets: 

Surgical operations for the relief of lung tubercu- 
losis by compression—Dr. William H. Thearle, 
Denver, Colorado. 

The Jacobaeus Unverricht operation for removal of 
pleural adhesions which prevent successful lung col- 
lapse—or something on his dissections of the phrenic 
nerve—Dr. Ralph A. Matson, Portland Oregon. Dis- 
cussion by Dr. Edward Archibald, Montreal, Canada, 
guest of the Academy of Medicine. 

Lobectomy for the treatment of bronchiectasis— 
Dr. Harold Brunn, professor of surgery, University of 
California Medical School. 

Partial thoracoplasty for pulmonary tuberculosis— 
Dr. Leo Eloesser, professor of clinical surgery, Sta1.- 
ford University. 

The surgery of lung abscess—Dr. Emile Holman, 
professor of surgery, Stanford Medical School. 

Saturday evening: 

Academy dinner. 

Thoracoplasty—Dr. Edward Archibald. Discussion 
by invitation: Major William A. Thearle, Denver, 
Colorado; Dr. Matson, Portland, Oregon. 


How to Secure Treatment for a Needy Crippled 
Child—Under a new law passed at the last session of 
the legislature, provision is made for the treatment of 
crippled children. In order to make the essential de- 
tails relative to the working of the law readily avail- 
able the following questions and answers are pub- 
lished here: 

Q. For whom is the Crippled Child Act designed to 
provide treatment? 

A. Needy physically defective or handicapped per- 
sons under 18 years of age, residents of California, 
who should have necessary surgical, medical, hospital, 
physiotherapy, occupational therapy, or other service, 
special treatment, materials, or appliances for use in 
relieving their defective or handicapped condition. 

Q. Is treatment provided for all handicapped indi- 
viduals? 


A. No. Only for those whose parents or guardians 
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are unable to furnish such treatment, either in whole 
or in part. 

Q. What is the necessary procedure for obtaining 
treatment? 

A. The parents or guardian may petition the su- 
perior court of the county wherein they are residents 
for a certificate setting forth the facts, and if the judge 
is satisfied that the parents or guardian are unable to 
furnish treatment and appliances, either in whole or 
in part, he shall issue a certificate to that effect. 

Q. What shall the parents or guardians do with 
such certificate, having obtained it? 

A. They shall present it to the State Department 
of Public Health, whose duty it is to furnish the neces- 
sary services, materials or appliances, their upkeep 
and transportation, the expenses incidental to which 
are advanced by the department from a revolving fund 
appropriated for that purpose. 

Q. Does this mean that treatment is provided at 
the expense of the state? 

A. No. All money expended under the authority 
of the certificate constitutes a legal county charge 
against the county from which the certificate is issued. 

Q. What provision is made for the handling of such 
expense claims by the county? 

A. The director of the State Department of Public 
Health shall present a claim for expenses of the neces- 
sary treatment, services, appliances and their upkeep 
and transportation, to the board of supervisors of the 
county in which the certificate is issued, whereupon 
the supervisors shall audit and approve said claim and 
the county auditor shall issue a warrant for the 
amount thereof payable to the State Department of 
Public Health, and the county treasurer shall pay the 
same, 

Q. Where is the treatment of such physically han- 
dicapped persons given? 

A. In hospitals or institutions with which the State 
Department of Public Health may contract to pro- 
vide service and equipment or by, individuals, agen- 
cies Or organizations approved and designated by the 
department. 

Q. When and where may a crippled child be exam- 
ined and diagnosis made? 

A. At diagnostic clinics held in the county at some 
central place designated by the State Department of 
Public Health. 

Q. How may parents or guardians learn where 
these diagnostic clinics are located? 

A. By making inquiry of county health officers, 
public health nurses, and local physicians. 

Q. Does the State Department of Public Health 
exercise supervision over handicapped persons under 
treatment? 

A. Yes. Through its employees and the agencies 
with which it may cooperate it maintains a strict 
supervision over such cases under its care, visiting 
them when advisable, causing a record to be kept 
showing their condition and improvement. 

Q. Are parents or guardians who are able expected 
to contribute in part for treatment, appliances, their 
upkeep and transportation? 

A. Yes. The State Department of Public Health 
may enter into agreements with them to pay such 
amounts as they may be able toward the cost of ser- 
vice, equipment, etc. 

Q. May the State Department of Public Health 
receive gifts, legacies and bequests to expend for the 
purposes outlined in the act? 

_ A. Yes, provided that no part of such funds be used 
for administrative expenses. 

Q. May county boards of supervisors levy a special 
on to provide funds for carrying out the purposes of 
the actr 

A. Yes. They may levy a special tax not to exceed 
the sum of three mills on each dollar on the assessed 
valuation of the taxable property in the county. 

_Q. Are the counties in California authorized to pro- 
vide treatment independently for needy physically 
defective or handicapped persons? 

A. Yes, or they may cooperate with the State De- 
partment of Public Health as already outlined. If act- 
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ing independently, parents or guardians must consent 
in writing to the provisions of care and treatment. 


The San Diego Academy of Medicine—The San 
Diego Academy of Medicine will hold its annual series 
——— during the week beginning January 23, 
928. 

The guest will be Dr. Allen Krause of Johns 
Hopkins University, Baltimore, Maryland. 

Doctor Krause is a very notable figure in the field 
of tuberculosis, holding the following titles: Asso- 
ciate Professor of Medicine, Johns Hopkins; Lecturer 
at the Trudeau School of Tuberculosis; Director of the 
Kenneth-Dows Tuberculosis Research Laboratories 
of Johns Hopkins Hospital; and Editor.of American 
Review of Tuberculosis. 

The San Diego Academy of Medicine extends an 
invitation to all physicians who are interested to 
attend these lectures. 


Preservation of Darwin Home—We learn with 
pleasure that Charles Darwin’s house, where he did 
most of his epoch-making work, has been purchased 
and presented to the nation. This was the fruit of 
an appeal by Sir Arthur Keith in his presidential 
address to the British Association. On reading the 
appeal Mr. George Buckston Browne, a retired genito- 
urinary surgeon, at once telegraphed Sir Arthur his 
desire to make himself responsible for the entire gift, 
his motive being to allow future generations to see 
Darwin’s home, which, with its estate might other- 
wise pass into the hands of builders. The cost of the 
house, which is at Downe, in Kent, with some endow- 
ment fund, amounts to between $60,000 and $70,000. 
—Canad. M. A. J. 


California Physicians to Report Children Having 
Impaired Hearing—Senate Bill No. 342, Chapter 660, 
was a bill approved by Governor Young on May 20, 
1927. The bill has to do with a notification by physi- 
cians, nurses, parents or guardians of minors who are 
totally or partially deaf. 

Reports are to be made to the superintendents of 
schools in counties and cities in which such children 
are residents. It is possible that this bill may be dis- 
cussed in more detail in a subsequent issue. In the 
meantime, the attention of members of the California 
Medical Association is called to its general provisions. 
—Department of Public Health. 


The American Board of Otolaryngology—An ex- 
amination was held in Detroit on September 12, dur- 
ing the session of the American Academy of Ophthal- 
mology and Otolaryngology. One hundred and two 
applicants appeared for examination, with .107 per 
cent failures. 

An examination was held in Memphis on Novem- 
ber 14, preceding the session of the Southern Medical 
Association, with .127 per cent failures. 

In the course of the past year 369 applicants have 
been examined. 

In 1928 examinations will be held in Minneapolis 
on June 11 at the session of the American Medical 
Association, and in St. Louis, on October 15 during 
the meeting of the American Academy of Ophthal- 
mology and Otolaryngology. 

Prospective applicants for certificates should ad- 
dress the secretary, Dr. W. P. Wherry, 1500 Medical 
Arts Building, Omaha, for proper application blanks. 


American College of Physical Therapy and Inter- 
national League Against Epilepsy as Well as the 
American Psychiatric Association to Visit European 
Medical Centers—A splendid opportunity to enlarge 
our knowledge of special branches of the profession 
is offered by visits to the European centers which 
have been arranged by the American College of Phy- 
sical Therapy and the International League against 
Epilepsy. 

The purpose of these visits is to obtain by personal 
contact a comprehensive idea of what is taking place 
across the water, and these societies cordially extend 
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to the entire medical profession an invitation. to 
participate. 

Perhaps the largest party to go abroad will be the 
American College of Physical Therapy. This group 
will sail from New York on May 26, 1928. The epi- 
leptologi$ts and psychiatrists will precede them, sail- 
ing on March 17. 

While in Europe psychiatrists will visit several of 
the leading clinics, including the famous “Bethel 
Colony of Epileptics,” in Bielefeld, Germany. At vari- 
ous stages of their journey clinical discussions will be 
held. At these meetings leading specialists in psy- 
chiatry will address them. 

The high point of the physical therapy tour will be 
the visit to Professor Rollier’s famous hospital in 
Leysin, Switzerland. This is the most famous clinic 
of its kind in the world, and where Doctor Rollier 
conducted his first experiments with heliotherapy. 


Alvarenga Prize of the College of Physicians of 
Philadelphia—The College of Physicians of Philadel- 
phia announces that the next award of the Alvarenga 
prize, being the income for one year of the bequest 
of the late Sefior Alvarenga, and amounting to about 
$300, will be made on July 14, 1928, provided an essay 
deemed by the committee of award to be worthy of 
the prize shall have been offered. 

Essays intended for competition may be upon any 
subject in medicine, but cannot have been published. 
The essay should represent an addition to the knowl- 
edge and understanding of the subject based either 
upon original or literary research. They must be type- 
written, and in English, acceptable for publication 
without necessity for editing by the committee. Any 
illustrations should be appropriate and correctly an- 
notated with the text. Essays must be received by the 
secretary of the college on or before May 1, 1928. 

Each essay must be sent without signature, but 
must be plainly marked with a motto and be accom- 
panied by a sealed envelope having on its outside the 
motto of the paper and within the name and address 
of the author. 

It is a condition of competition that the successful 
essay or a copy of it shall remain in possession of 
the college; other essays will be returned upon appli- 
cation within three months after the award. 

The Alvarenga prize for 1927 has been awarded to 
Dr. Emil Bogen, Cincinnati, Ohio, for his essay en- 
titled, “Drunkenness.”—Boston M. and S. J. 


University of California Medical School—Centrali- 
zation of all departments of the University of Cali- 
fornia Medical School on Parnassus Heights in San 
Francisco will be effected as soon as space for them 
there becomes available, President W. W. Campbell 
announced yesterday. 

President Campbell made the announcement after 
the Board of Regents of the university had endorsed 
his recommendation for unification of the medical 
school. 

The plan, he said, grew from conferences he had 
held with Dr. Langley Porter, new dean of the medical 
school. 

“This means,” said Doctor Campbell’s announce- 
ment, “that those medical school activities now con- 
ducted within a few departments on the Berkeley 
campus, such as pharmacology, biochemistry, bacteri- 
ology, and so forth, will be transferred to San Fran- 
cisco soon.” 

University medical students now are required to 
attend classes both in San Francisco and in Berkeley 
because the few departments in question have been 
retained on the Berkeley campus.—S. F. Examiner. 


The University of California Extension Division 
Announces Classes in the Bay Region, Beginning in 
January and February: . 

SAN FRANCISCO 

Unusual and Difficult Children—Dr. V. H. Podstata. 
Thursday, January 19, 7 p. m., room 104. 

Health Education—Dr. Richard A. Bolt. 


Tuesday, 
January 24, 7 p. m., room 204. 
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Psychology—Dr. Ethel Sabin-Smith. Friday, Feb- 
ruary 10, 7:30 p. m., room 202. 


Abnormal Psychology—Dr. D. A. MacFarlane. 
Tuesday, January 17, 7 p. m., room 103. 

Heredity and Evolution of Man—Prof. S. F. Light. 
Friday, January 27, 7:30 p. m., room 206. 


Various courses in Education, Recent Discoveries 
in Science, Parliamentary Procedure, Art and Eco- 
nomics, will be offered. Classes are held in the new 
Extension Building, 540 Powell Street. 


OAKLAND 


Introduction to Psychology—Dr. D. A. MacFarlane. 
Wednesday, January 18, 7 p. m., room 304. 

Practical Speech Making—Prof. Dwight E. Wat- 
kins. Monday, January 16, 8 p. m., room 304. 

Current Events—Prof. Raymond G. Gettell. Tues- 
day, January 17, 7 p. m., room 101, Hotel Oakland. 

Various courses in Education, Languages, Eco- 
nomics, etc., will be offered. Classes meet at Exten- 
sion Center, 1512 Franklin Street, unless otherwise 
noted. 

BERKELEY 

Physiology of the Eye—Mr. Ora L. Huddleston. 
Wednesday, January 18, 8 p. m. 

Elements of Expression—Miss Annie H. Allen. 
Thursday, January 19, 7:30 p. m., 123 Wheeler Hall. 
Various other courses. 

Register at the offices: 540 Powell Street, San Fran- 
cisco; 1512 Franklin Street, Oakland; 301 California 
Hall, Berkeley. 


Infantile Paralysis Fund Given to University of 
California—Through the efforts of fifty residents of 
San Francisco and a number of other California cities, 
a fund of $7231 has just been raised for the purpose 
of establishing a bureau for the collection and dis- 
tribution of infantile paralysis serum at the Univer- 
sity of California,, according to an announcement of 
the Board of Regents at their regular meeting recently. 

This fund has been created at the request of Dr. 
Karl Meyer, director of the University Hooper Foun- 
dation for Medical Research, it is stated, and its rapid 
accumulation is a result of hearty support by a group 
of business men and by the newspapers. Doctor 
Meyer asserts that the cooperation of the papers was 
extremely helpful. 

The object of the bureau, it is explained, is to pro- 
vide a central distributing center and emergency stock 
of serum for infantile paralysis, made from the blood 
of convalescent patients. This convalescent serum, ex- 
perience has shown, is the only reliable method of 
combating the disease, and, if given early in its de- 
velopment, will either decrease its severity or prevent 
its further development. 

Previous attempts to create such a bureau have 
failed through lack of funds to send out physicians in 
search of blood to be used in the manufacture of the 
serum. If a regular yearly endowment can be assured, 
the bureau will continue to function as a preven- 
torium for future epidemics such as that which rav- 
aged the state several years ago. 


Lane Medical Lectures—The following popular 
medical lectures have been arranged to be delivered 
on alternate Friday evenings during January, Feb- 
ruary, and March, 1928: 

January 13—‘“Psychoanalysis,” Dr. 
Whitney. 

January 27—“Infantile Paralysis,” 
Lee. 

February 10—“Cults, Quacks and Cures,”’ Dr. Edgar 
L. Gilcreest. 

February 24—“Chinese 
Rixford. 

March 9—“Protection Against Tuberculosis,” Dr. 
Frederick Eberson. 

March 23—“Prevention of Heart Disease,” Dr. 
William Dock. 

This is the forty-sixth series of popular medical 
lectures given by our institution. 


James L. 


Dr. Russell V. 


Medicine,” Dr. Emmet 
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READERS’ FORUM 


Medical Arts Building, Redlands. 


Dear Doctor: 


It seems to me it would be wise to call the atten- 
tion of the doctors, through the columns of the state 
journal, to the fact that an attempt is being made 
through a number of channels to use their opinion for 
advertising purposes. 

According to the matter advertising a popular cigar- 
ette, over..eleven thousand physicians in the United 
States sent in answers to a questionnaire sent out by 
a firm of advertisers. All the doctors got out of it 
was a sample package of cigarettes. 

While of course these advertisers do not use the 
names of the individual physicians, yet they do take 
the number of replies and their attitude and set forth 
these replies as the opinion of the medical profession. 

I am enclosing a copy of the latest attempt to ex- 
ploit the doctor for advertising purposes that has come 
to my notice. The attitude of the Los Angeles Times 
toward scientific medicine is well known. I think The 
Journal of the American Medical Association should 
sound a warning with reference to this matter, as no 
doubt as time goes on the doctors will be flooded with 
requests for approval of every kind of food product 
and probably many other articles where their approval 
would be of help to the salesman. 

Sincerely yours, 
(Signed) GayLe G. MoseéLey. 
* * * 
Dr. G. G. Moseley, 
123 Cajon, 
Redlands, Calif. 
Dear Doctor Moseley: 


We are making a survey among prominent physi- 
cians of southern California as to the value of meat 
(lamb) as a food. We are particularly desirous of 
obtaining an impartial expression from the physicians 
as to the benefit or detriment involved in the use of 
meat (lamb) in the diet of the normal person in aver- 
age good health. 

The Times will regard all replies to the enclosed 
questionnaire as confidential insofar as any publica- 
tion of names is concerned. The questionnaire may 
be returned, in fact, unsigned if you prefer. 

We are very much interested in procuring answers 
to the enclosed questions and will be highly appre- 
ciative of your cooperation in this respect. 

Very truly yours. 


THE TIMES-MIRROR CO. 


WALTER G. PFAFFENBERGER. 
* * * 


PLEASE CHECK ANSWERS AND MAIL THIS 
CARD TO THE TIMES 


Purely in the interests of a better understanding of 
food values, will you kindly, as a representative mem- 
ber of the medical profession, answer the following 
questions? Your name will not be used in any way, 
in fact, you need not sign your name if you prefer not 
to do so. This questionnaire is intended merely to 
procure an unbiased, authoritative opinion from repu- 
table physicians on the following questions: 

1. Do you regard the use of meat in the diet of the 
normal person in average good health as beneficial? 

YES © 

NO Q 

2. Do you regard prime lamb, generally speaking, 
as a healthful food? 

YES QO 

NO O | 

3. Are you in sympathy with the views of the so- 
called health authorities who are propagandists for a 
meatless diet as a “cure-all” remedy for human ills? 

veo 14 

NO QO 


Please check and mail today. Thank you. 


November 23, 1927. 
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TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Volume 1, No, 3, January, 1903 


From an editorial entitled “Covert Attack on Medi- 
cal Law”: 


. The journal knows perfectly well that no com- 
mittee has been appointed from the Medical Society 
of the State of California looking to any addition to 
or modification of the present law, for the society 
and those it represents are, so far, thoroughly satis- 
fied with this law and the way its provisions have 
been administered. The society believes, on excellent 
grounds, that this law is forcing a better preparation 
on the part of those who wish to practice medicine 
in California, and that it will, in not many years, 
elevate the standard of medical practitioners all over 
the state.... 


From an article entitled “Word 


nomer”: 


... As commonly applied to medicines, the word 
“patent” is almost invariably a misnomer... . 

. The only apparent remedy for these serious 
evils seems to be lying dormant in the hands of the 
medical profession. A carefully selected and properly 
qualified board of experts, backed by an organized 
and united medical profession, and given authority to 
demand in the name of the whole profession that 
recognized standards of strength, purity and formula 
be adopted and followed by all manufacturers and 
dispensers of the various materials used in the prac- 
tice of medicine, would speedily effect a very decided 
reform and would bring at least partial order out of 
the present absolute chaos... . 


‘Patent’ a Mis- 


From an editorial entitled 
Meeting”: 

. . The next meeting of the State Society prom- 
ises to be the best attended and one of the most suc- 
cessful meetings we have ever held. It will be the first 
meeting under the plan of reorganization, and as the 
changes—particularly in the way of transacting busi- 
ness—are many and radical, it will be looked forward 
to with much interest. All the business of the society 
will be transacted by the delegates elected by the 
affiliated County Medical Societies; it is vitally impor- 
tant, therefore, for these county societies to see to it 
that their delegates are duly elected in ample time for 
the secretary to prepare his lists... . 


“State Society April 


From an editorial entitled “Membership in A. M. A. 
Defined”: 


... The A. M. A. recognizes but one channel to 
membership in its body: through the State Society; 
and as the State Society in turn recognizes only the 
one affiliated County Society in each county of the 
state, it is obvious that to hold membership in, or to 
join the American Medical Association, membership 
in the affiliated County Society is obligatory. . 

. Don’t wait to think about it for a few years, 
nor to see what someone else is going to do, but 
see that you are a member of the State Society before 
April, 1903, overtakes you. 


From an editorial entitled 
Congress”: 


.. . Organization of the professional men of this 
country means more than the vast majority of phy- 
sicians dream; it means proper and adequate legisla- 
tion, both state and federal, in the matter of qualifi- 
cations for medical practice; suitable sanitary and 
quarantine measures; the control and enforced pro- 


“Pure Food Bill in 


* This column aims to mirror the work and aims of col- 
leagues who bore the brunt of state society work some 


twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and recent members. 
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duction of pure drugs, pure pharmaceuticals of phar- 
macopeial standard, pure foods or foods so labeled as 
not to deceive the purchaser, and most of all would 
mean, in a little time, a proper control of the deadly 
“nostrums,” “tonics,” “bitters,” and “cures.” The duty 
of organization is not alone to ourselves, but to the 
people of the whole country—it is not selfish, it is 
humanitarian. .. . 





From an editorial entitled “The Journal Adver- 
tisers”: 

... This journal, being the official publication of 
the Medical Society of the State of California, will 
see to it that, so far as it may be humanly possible, 
both the members of the society and the advertisers 
of the journal are protected; the former from appeals 
to make use of unethical preparations, and the latter 
from the injury which comes from corrupt associa- 
tion. The journal will endeavor to publish advertise- 
ments only of honest and reliable firms. In the case 
of remedial agents or preparations the exact quan- 
tity of the active ingredients must be known or pub- 
lished, and no obviously extravagant claims for im- 
possible therapeutic value will be permitted. Anyone 
who is induced to purchase something advertised in 
the pages of the journal, and who finds that the 
article is not what it was therein represented to be, 
will confer a favor upon the publication committee 
and the editor by promptly reporting all the facts. . . . 





From the reply of Philip Mills Jones, M. D., editor, 
to a letter in the Correspondence Column by J. M. 
Hurley, M. D., of San Bernardino: 


... The first point raised in the foregoing letter 
is made under a misapprehension of the facts. The 
Medical Society of the State of California is “com- 
posed largely of doctors of San Francisco and bay 
counties around San Francisco,” but only because 
there are more members of the profession residing 
in that than in any other section of the state... . 


eae sometimes happens that papers sent in 
through the committee on program are declined, and 
for various reasons... . 


. . . If the medical profession of the State of Cali- 
fornia is ever to be united, that desirable end will not 
be brought about by sectional strife nor by jealousy 
of the attainments of the eminent men in the pro- 
fession. The aim of the State Society is to unite 


the county societies in a harmonious whole, not to 
disrupt... 





From an “In Memoriam” article on Walter Reed: 


Dr. Walter Reed, A.M., LL.D., born September 13, 
1851; died November 23, 1902. A memorial meeting 
held in Washington, D. C., December 31, 1902. Re- 
ported by Philip Mills Jones. ... 


. . . This point was brought up by Doctor King to 
show how little the people, even scientific men, knew 
of the exceedingly valuable work that this quiet, 
modest, unassuming scientist had achieved... . 


“. . . He came to Cuba at a time when we had done 
everything that could be done to clean Havana, yet 
yellow fever was still epidemic. As a result of his 
work that terrible scourge was absolutely abolished. 
Later, in a month when ordinarily yellow fever had 
been worst, he checked the disease and drove it from 
Havana. That was the first time in two hundred 
years that Havana had been free from the disease.” 
Professor William H. Welch closed the meeting with 
an address upon Doctor Reed as a scientist and a 
benefactor to humanity. . .°. 





From a program committee announcement: 
. . . Stanford University, November 19, 1902. 
Dr. F. B. Carpenter, San Francisco: 


Dear Sir: If I can possibly get away I shall be 
glad to attend the meeting of the Medical Society 
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at Santa Barbara, in which case I shall be pleased to 
speak on “The Preparation for the Study of Medicine. 
Very truly yours, 
David S. Jordan. ... 





From an item by Philip Mills Jones, editor: 


... And now it is announced unto us that one has 
come with a microscope and sundry thin glasses and 
small bottles of curious colors, and, after certain long 
study and strange manipulations has shown a thing 
called a germ, which is the germ of laziness. That 
certainly is good and excellent work, for now we 
may look for another to come, and after the expendi- 
ture of much time and gray matter, provide the world 
with a “lazinessitic’ serum; and then the American 
people will rush about more wildly than ever. 





From an article on “Medical Legislation in Cali- 
fornia” by William C. Tait, LL.B.: 


... As the constitutionality of the Medical Act 
of 1901 has been attacked in the Superior Court, a 
certain uneasiness has made itself felt concerning the 
fate of the law among the better element of the 
medical profession. This is quite natural when we 
consider that the overthrow of this particular statute 
will not revive any prior medical act, as all prior 
legislation has been expressly repealed, but will mean 
the entire absence of any regulation of the practice 
of medicine; and, therefore, the abandonment of the 
people of California to the very evils which, by the 
statute, they desired to escape. ... 





From an article by Alden M. Gardner, M.D., on 
“California State Hospital Care and Treatment of the 
Acute and Convalescing Insane”: 


..- One of the early things I learned after com- 
mencing state hospital work was that the public 
owned and supported the state hospitals and knew but 
precious little about them and their management... . 





From an article by F. M. Pottenger, Ph. M., M. D., 
“Ts Another Chapter in Public Phthisiophobia About 
to be Written?”: 


... That there is danger from tuberculosis no one 
will deny; but that the general public is becoming 
needlessly alarmed, and is magnifying the danger of 
infection, is likewise undeniable. The trouble with the 
people is that they are going at the matter blindly. 
They are not stopping to find where the danger lies. 
It is the privilege and duty of the medical profession 
to instruct the people that they may know how to 
protect themselves, and also that they may not work 


unnecessary hardships upon those afflicted with tuber- 
culosis. .. 





From an article by Walter Lindley, M.D., on 
“Oophorectomy—Its Effect on the Mind and Nervous 
System”: 

. . . The object of this brief paper is simply to call 
out information on three points. 

First, what effect has oophorectomy on epilepsy? 
Second, what effect has oophorectomy on insanity? 
Third, what effect has oophorectomy on a patient 
who has no apparent disease of the mind or nervous 
system?.. 





From an article by John C. Spencer, A. B., M.D., 
on “The Prophylaxis of Venereal Disease”: 


. . . My conviction is that the most effective meth- 
ods for combating the undesirable features, and im- 
proving those already working fairly well—for no 
perfect system, in part or as a whole, may be said 
to have been evolved as yet—will be found in height- 
ening the standards of education as to the prophylaxis 
of venereal disease, and providing ample facilities for 
throttling the sources of infection through proper 
treatment. ... 


From the discussion on Doctor Spencer’s paper: 
... Dr. George Chismore, San Francisco: ... I 
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fully agree with Doctor Spencer in contending that 
it is the duty of all physicians to consider this sub- 
ject and strive to aid progress, but in our present 
knowledge, when a doctor has fairly warned his client 


of his danger, to me, he seems to have done all that 
is practicable... . 


... Doctor Krotoszyner of San Francisco: ... 
There ought to be a course of public lectures given 
annually to the educated laity at large—lectures that 
deal with the most pertinent points as regards the 
pathology and prophylaxis of venereal diseases. .. . 


... Dr. D. W. Montgomery of San Francisco: .. . 
The control of venereal diseases by law is, I think, 
hopeless. In the diseases gonorrhea, syphilis and 
chanchroids we have affections that allow the patients 
to pursue their vocations without, as a rule, giving 
any outward signs of their trouble; their physicians 
in whom they confide are in honor bound not to 
denounce them. ... 


Doctor Spencer: ...I agree with Doctors Chis- 
more, Krotoszyner and Montgomery in regard to 
regulation by law. It must be more in the manner 
of moral influence and teaching. .. . 


From the proceedings of medical societies: 


... At the last regular meeting of the Academy 
of Medicine the election of officers resulted in the re- 
election of the officers who served last year, namely: 
Dr. D. W. Montgomery, president; Dr. Dudley 
Tait, vice-president; Dr. Louis Kengla, secretary; 
Dr. Henry Kreutzmann, treasurer. The committees 
will be announced later by the president. . . 


... The first regular meeting of the year of the 
Los Angeles County Medical Association was held 
January 2, 1903. The retiring president, Dr. J. H. 
Utley, delivered an address on Louis Pasteur. ... 


CALIFORNIA BOARD OF 
MEDICAL EXAMINERS 


By C. B. PinkHam, M.D. 
Secretary of the Board 


According to information, Fred J. Barnet, M. D., is 
now serving a jail sentence in Los Angeles on three 
separate charges of sixty days each for the illegal pos- 
session and sale of liquor. A citation has been issued 
calling Doctor Barnet before the board at the Feb- 
ruary 1928 meeting to show cause why his license 
should not be revoked. 


According to the Oakland Times of November 4, 
1927, complaint has been filed charging the Sing Herb 
Company, 491 Tenth Street, and the Fong Wan Com- 
pany, 576 Tenth Street, Oakland, with violation of 
the medical practice act, it being related “Fong Wan, 
known as ‘Dr.’ Fong Wan, came into the limelight 
of official investigation several years ago when he 
charged that two state officials and one city employee 
solicited $10,000 from him, promising that they could 
prevent passage of the Chinese herb bill which was 
then before the legislature for action.” Fong Wan 
some time ago is reported to have brought suit against 
H. G. Henderson, special agent of the Board of Medi- 
cal Examiners, in connection with our investigation 
of Fong Wan’s alleged violation of the medical prac- 
tice act, 


It is related that Chan & Kong, 901 Clay Street, 
Oakland, were recently investigated in connection 
with a charge of violation of the medical practice act. 
Our investigator reported that Chan Kong related: 
“In the right hand you could find out about your 
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heart, liver, and kidneys; with the left hand your 
heart, lung, and kidneys.” 


According to a repurt from our Special Agent 
Carter, Cora L. Compton, Chirothesian practitioner, 
was on December 1 found guilty of violation of the 
medical practice act and paid a fine of $100, an addi- 
tional sixty-day jail sentence being suspended for one 
year on condition that there be no further violation 
of the law by this defendant. It is related that Chiro- 
thesian practitioners’ or healers’ certificates are ob- 
tained ostensibly by passing some sort of an exami- 
nation, but the principal thing required, as far as we 
are able to ascertain, is the payment of about $200 
and annual payments thereafter. It is related that 
W. Grant Hess, the so-called “bishop” of the Chiro- 
thesian Church of Faith, testified two or three years 
ago in the Superior Court of Los Angeles County in 
the case of People vs. Larkin to the effect that under 
the tenets and authority of the church their practi- 
tioners could use all natural means, indicating that in 
some instances medicine might be considered natural 
means. 


A new institution, named the College of Enerology, 
has recently come to our attention, located in San 
Diego and reported sponsored by Nelson C. Oakley, 
D. C., of the Clewell College of Chiropractic; A. Mc- 
Kay Jordan, and Charles Rosedale, M. D., the adver- 
tisement relating that the institution will confer vari- 
ous degrees. “Instructors and equipment are first 
class. . . . You must by this time have absorbed suffi- 
cient knowledge of the purposes of the First National 
Health League, to catch, in a measure, the vision of 
its founders. With San Diego the hub, and the United 
States its rim, you are able to see the strength and 
radius of the wheel. Every individual is a prospect; 
every health seeker a candidate; every health center 
a nucleus, and every man, woman and child a part in 
the ‘turn’ of the wheel.” Our investigator relates: 
“This is evidently another scheme to give an excuse 
to unlicensed individuals for the use of the prefix ‘Dr.’ 
and the word ‘doctor’ by conferring on them the 
degree of ‘Doctor of Enerology.’”’ 


The San Francisco Examiner of November 10, 1927, 
relates that Mrs. Ernestine Engelhardt (nee Gollas) 
on November 9 paid a fine of $100 in the police court 
of Oakland on a charge of violation of the medical 
practice act. For some time she has conducted a so- 
called cancer institute in Oakland and published a 
pamphlet entitled “Cancer Cure.” Our special agent 
relates: “Some of the highlights of her publications 
are the manufacture of incluvin, made from chicken 
gizzards; the Bellflower apple tree touched by a 
woman having a cancer, which broke out in sores; 
and the statement that all human ills, including cancer, 
can be cured with a half an ounce of tincture of iron 
in a quart of glycerin applied locally and taken inter- 
nally, and Blaud’s Pills.” Investigation discloses that 
in 1926 she was declared mentally incompetent in the 
Superior Court of San Francisco, and we are assured 
that she will not further violate the law. 


Our attention has recently been called to the “Inter- 
national School of Professional Arts and Sciences” 
with headquarters at 860 Geary Street, San Francisco, 
a recent circular stating that “an expert faculty of not 
less than eight in number, among them former staff 
members of the world’s most famous institutes, will 
instruct the class.” However, no physical evidence of 
this institution can be found. The articles of incorpo- 
ration relate among the purposes, the teaching of 
medicine, surgery, dentistry, optometry, chiropody, 
the granting of diplomas, degrees, etc. It is a ques- 
tion whether this institution comes under the pro- 
visions of Chapter 152, Statutes of 1927, known as 
the “college incorporation bill” which was designed 
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to control the easy incorporation of institutions em- 
powered to grant degrees. 





Reports relate that on November 18 Lenore John- 
ston, in the municipal court of Long Beach, was sen- 
tenced to pay a fine of $100, suspended on condition 
that the defendant does not violate the state medical 
practice act for two years. 





Our special agent recently quoted from a letter 
from San Diego relating: “Several doctors locally 
have reported to me a rather slick individual using 
the name of Arthur B. Kent. He asks for morphin 
enough to carry him to Oakland. He states he has 
had cancer of the bowel or has ulcerations, and is 
on the way to Oakland for operation. He carries a 
letter from Sheriff Treager recommending him to the 
good graces of any doctor, together with a deputy 
sheriff's badge. He also has a letter from a Doctor 
Rubinstein of Oakland requesting doctors to supply 
the necessary dope. He has been working this gag 
since October 22.” Investigation discloses that Kent 
was at one time a deputy sheriff in Los Angeles 
County, but resigned last June, it being related that 
the letter purported to have been written by Sheriff 
Traeger was in fact written by Kent, who was at one 
time secretary to the under sheriff. The licensed phy- 
sicians of this state are warned against any such pro- 
cedure as here outlined. 





Special Agent Carter recently had occasion to in- 
vestigate the advertisement in a Los Angeles paper 
reading: “Cancers 90 per cent successfully treated— 
R. M. Pyle, 3529 N. Broadway.” He related that this 
was the address of R. W. Levy, a dentist, and Douglas 
W. MacMillan, M.D., Mr. Pyle not being there. It 
was related that he was in Bakersfield and did not 
come to Los Angeles, but that Doctor MacMillan was 
handling the business, and that despite the advertise- 
ment reading “90 per cent successfully treated,” he 
had only noted success in one case and was not sure 
that it was cancer. Such advertising appears to violate 
the eighth subdivision of Section 14, smacking of false 
and misleading advertising. 





The Fresno Bee of November 16, 1927, relates that 
a continuance has been granted Dr. G. Carl H. 
McPheeters, now awaiting trial on a grand jury in- 


dictment for sending obscene matter through the 
mails. 





Assistant Special Agent Davidson relates a recent 
investigation of the Sing Herb Company, 491 Tenth 
Street, Oakland. It is related that an investigator was 
admitted to an office where a pulse examination was 
taken by a supposed non-English-speaking Chinaman, 
named Suen Hing Wan, the interpreter being an 
Americanized Chinaman by the name of Chan Git, 
alias Thomas Chan. Our investigator reported that 
upon his arrival with a search warrant he asked Chan 
Git for the doctor and was informed they had no 
doctor, that they were herb merchants. Upon asking 
the investigator which Chinese made the examination 
and represented himself as being a doctor, he pointed 
out the elderly Chinese, Suen Hing Wan. Git spoke 
up and said that the other Chinaman did not speak 
English. When one of the United States immigration 
inspectors with our investigator asked the Chinaman 
in English when he came to this country, he received 
the reply, also in English, “in 1913.” Upon asking 
him for his “Gi Mi,” which is their passport and 
photograph, he told the inspectors that it was in San 
Francisco. When asked who was the Chinese woman 
who was present he stated that it was his wife, all 
of this conversation being in the English language. 
This shows that the purpose of using an interpreter 
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was more or less of a fraud, as it is in probably all 
of their cases. This procedure is a new method of 
investigating the alleged violation of the so-called 
Chinese herbalists who heretofore have escaped pun- 
ishment by claiming a lack of knowledge of the Eng- 
lish language, necessitating the use of an interpreter, 
but this claim was exploded by the conversation above 
related, and the result of the trial in the Oakland 
courts is awaited. 





The “University of Natural Healing” is reported 
as a title assumed for business purposes by S. I. 
Kimbro, Los Angeles, who has run foul of the law 
in connection with his alleged violation of the medical 
practice act. At present he is reported to call his 
business the “Kimbro Health Institute.” 





San Francisco, November 30.—Plans of Dr. H. 
Spencer Lewis, national president of the Rosicrucian 
order, and philosophical cult, who yesterday an- 
nounced a project for establishing a colony in Egypt, 
faced opposition at a point much nearer home... . 
Doctor Lewis said his plans provided for the sailing 
of five thousand American men, women, and children 
next year to Tel-El-Alarna, a city by the Nile in cen- 
tral Egypt, founded by Amenhotep IV, who reigned 
in Egypt about 1466 B. C. Doctor Lewis stated that 
his colonists would abandon modern dress, assume 
the costumes of the ancient Egyptians and live in 
accordance with the principles propounded by Amen- 
hotep in an effort to prove that these laws have not 
lost their value for the human race.—Sacramento Bee, 
November 30, 1927. 


The article further relates that the national head- 
quarters of the Rosicrucians would be moved from 
Tampa, Florida, to San Jose, and that a fifty-watt 
radio station would be established at Rosicrucian 
Park which brought sharp protest from San Jose 
residents. 


Dr. Robert H. Sallfield, arrested Thursday by the 
San Francisco police on an Oakland warrant, had a 
running mate in James Forester Peck, Jr., former 
East Bay broker, the police report, following a more 
thorough investigation of their alleged fictitious check 
operations (Oakland Tribune, November 19, 1927). 
The records of the Boards of Medical, Osteopathic, 
and Chiropractic Examiners do not show the name 
Robert H. Sallfield. 





A press dispatch dated Fresno, November 30, 1927, 
printed in the San Francisco Examiner of December 1, 
1927, relates that “Dr. Henry C. Wallace, negro phy- 
sician, today entered a plea of guilty in the United 
States District Court to a grand jury indictment 
charging him with violation of the Harrison Narcotic 
Act and was sentenced to five years’ probation by 
Judge William B. James.” 





In line with his recently instigated campaign of 
sending to jail persons arrested for driving auto- 
mobiles while under the influence of intoxicants, 
Municipal Judge Wilson yesterday imposed a straight 
sentence of thirty days upon Dr. C. B. Wiley, 52 years 
of age, charged with being drunk. . . . Doctor Wiley, 
who gave his address as 319 West Ninety-first Street, 
pleaded not guilty to the drunk charge when taken 
into court two days later. Yesterday he came before 
Judge Wilson and changed his plea to guilty and 
requested immediate sentence——Los Angeles’ Times, 
November 16, 1927. 
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